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This Guide;

» Provides general information that
applies to most Medicaid providers.

= Takes providers through the process
for billing the Medicaid Program of the
Health Care Authority for covered
services delivered to eligible clients.

HCA Provider Training Curriculum

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls.



About This Guide

This guide supersedes all previous Agency ProviderOne Billing and Resource Guides published.

ProviderOne Billing and Resource Guide

What Has Changed?
Reason for | Effective Date | Section/Page No. Subject Change
Change
Addition 07/01/2013 Client Eligibility, Key | RSN information | Added clarification of
Step 2, Pg. 27 new RSN text added to
the eligibility screen in
ProviderOne
Addition 07/01/2013 DDE claims in Sending backup Updated the detail
ProviderOne, 3a, Pg. information information for
84 submitting backup
documents to a DDE
claim.
Deletion 01/01/2013 Client Eligibility, Key | Chronic Care Removed the
Step2, Pg. 28 Management information about the
SADS Care. The
program ended
12/31/2012.
Addition 07/01/2013 DDE claims in Indicating a Added information
ProviderOne, 3a, Pg. hospital about how to indicate a
83 continuous stay continuous hospital stay
for a professional | when a client is
claim. enrolled in an MCO
during the stay.
Addition 07/01/2013 Client Eligibility, Key | MCO enrollment | Added information
Step 2, Pg. 27 about who is
responsible for claim
payment when a client
is enrolled in a plan
when admitted to the
hospital.
Addition 07/01/2013 Client Foster Care, Foster Care Certain Placement
Key Step 2, Pg. 35 Placement Code codes allow providers
to get E&M enhanced
payments.
Addition 07/01/2013 Key Step 5; Pg. 42 Claim Payments | Added information

and PPCs

about claim payments
and Provider
Preventable Conditions
(PPCs)

How Can | Get Agency Provider Documents?

To download and print Agency Medicaid provider guides and notices, go to the Agency website at
http://www.hca.wa.gov/medicaid/Pages/index.aspx (click the Medicaid Provider Guides and Provider Notices link).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.
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Background

The Health Care Authority (the Agency) has replaced its Medicaid Management Information System
with a new payment processing system named ProviderOne. When fully operational, ProviderOne will
pay about 100,000 providers who serve 1 million people who qualify for healthcare services. That’s
about one out of every five Washingtonians.

The Agency values our providers who deliver care to our clients. Together, we deliver medically
necessary services to our vulnerable citizens. Ensuring that our providers have comprehensive, easy to
use reference materials is a high priority.

This Guide replaces a publication known as the “General Information Booklet,” which the Agency
historically used as its basic set of billing instructions. Providers used the General Information Booklet

to complement the program specific billing instructions. This Guide supersedes the General
Information Booklet.

Purpose of the Guide

This Guide provides step-by-step materials to help provider staff through the processes for ensuring
clients are eligible for services and receive timely and accurate payments for covered services.

This “ProviderOne Billing and Resource Guide” is intended to:
= Strengthen our current instructions that apply to nearly all types of providers;

= Respond to provider requests for more step-by-step reference materials; and
= Ease the transition to ProviderOne.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 5



ProviderOne Billing and Resource Guide

A contract, known as the Core Provider Agreement, governs the relationship between the Agency
and Medical Assistance providers. The Core Provider Agreement’s terms and conditions
incorporate federal laws, rules and regulations, state law, Agency rules and regulations, and
Agency program policies, numbered memoranda, and billing instructions, including this guide.
Providers must submit a claim in accordance with Agency rules, policies, numbered memoranda,
and billing instructions in effect at the time they provided the service.

The Agency does not assume responsibility for informing providers of national coding rules.
Claims billed in conflict with national coding rules will be denied by the Agency. Please consult
the appropriate coding resources.

Who Will Benefit From This Guide?

We hope that this guide will serve as a great tool for providers that are new to serving clients as well as
experienced billers using ProviderOne.

This guide is designed for provider staff who:
= Maintain provider records;
= Schedule client appointments or check in patients on the day they receive services;
= Submit fee-for-service claims to the Agency; and
= Post and reconcile payments.
This Guide assumes you are already familiar with standard medical billing practices and coding.
o
\

i; NOTE: This Guide does not include billing in the pharmacy point-of-sale (POS) system. Please refer to
http://www.hca.wa.gov/medicaid/pharmacy/pages/index.aspx for pharmacy billing instructions

What is Covered in this Guide?

The ProviderOne Billing and Resource Guide consists of five sections:

Medical Assistance Overview:
Explains the Medical Assistance programs provided by the Agency, how the Agency compares
to other payers, how Medicaid differs from Medicare, who our clients are, our client services
card, requirements for becoming a provider, and links to important policy documents and
resources.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 6
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Enroll as a New Provider:

The process to enroll as a new Medicaid provider is beyond the scope of this publication. However
for more general information about a Medicaid provider go to the New Provider web page or
review information in this publication on pages 10 and 11. Providers that have decided to enroll as
a Medicaid provider can go to the Provider Enrollment web page for complete enrollment
instructions, a list of required documentation and the link to begin the online enrollment process.

Client Eligibility, Benefit Packages, and Coverage Limits:

Explains how to determine if a client has medical assistance available through the Agency;, if the
service you plan to deliver is covered under their benefit service package, and when prior
authorization is needed. This chapter also explains how to determine if a client:

= [senrolled in a managed care plan.

= Has any restriction as to which providers they may receive care from.
= Has a spenddown balance that may affect eligibility.

Submit Fee-for-Service Claims to Medical Assistance:
Prepares you to submit fee-for-service (FFS) claims using a variety of methods, submit
electronic back up documentation, check on the progress of a claim, and process crossover

Medicare claims. This chapter also outlines how to resolve errors, submit adjustments, resubmit
denied claims or void a claim paid in error.

The Remittance Advice - Understanding your Claim Status:

Explains how to obtain your remittance advice, determine what claims were paid or denied,
review claims in process, and determine why a claim may have been denied.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 7
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Medical Assistance Overview

What is Medical Assistance?

“Medical Assistance” is the general name for Washington’s healthcare programs which are
administered by the Health Care Authority (the Agency).

Medical Assistance includes Medicaid, mental health programs, chemical dependency and prevention
treatment programs, the Children’s Health Insurance Program (CHIP), family planning programs, and
other state-funded children’s healthcare programs. Medicaid is the federal entitlement program
financed and operated jointly by the states and federal government.

The Agency provides healthcare coverage for low-income residents who meet certain eligibility
requirements. Examples of these requirements include age, pregnancy, disability, and blindness.
Special rules exist for those living in a nursing home or for those who receive home and community-
based services.

Clients receive healthcare services either through enrollment in a managed care program or on a
fee-for-service basis. For managed care, the Agency contracts with licensed health insurance
carriers to provide a defined set of services to enrolled members. Fee-for-service care is delivered
by licensed or certified health care providers who have a contract with the Agency to serve our clients.
Client participation is divided about 50-50 between the two different methods.

Who are Medical Assistance Clients?

Washington’s Medical Assistance programs provide healthcare coverage for our most vulnerable
residents. Approximately one million Washington residents, nearly two-thirds of them children,
depend on Medical Assistance programs for their healthcare.

Medical Assistance covers one in three children living in Washington State including:
= Children receiving foster care.
= Children of working parents unable to afford health care coverage.
= Disabled children.

Other examples of clients include:
= Nursing home residents.
= Elderly or disabled individuals.
= Low-income pregnant women.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 8
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Eligibility for Medical Assistance is determined by Agency staff as well as Department of Social and
Health Services staff in local Community Services Offices (CSO) and Home and Community Service
(HCS) offices. If you would like to learn about how eligibility is determined, please visit:
http://www.hca.wa.gov/medicaid/pages/summaryofservices.aspXx.

Providers may choose to serve as few or as many clients as your business can accommodate. Most
providers are able to serve some level of Medical Assistance clients as part of their payer mix.

How Does Medical Assistance Compare to Other Payers?

Washington State has a number of programs dedicated to providing healthcare coverage to low-income
residents. Medical Assistance is the largest single source for this coverage. There are also other
programs that offer more limited benefits.

In many ways, Medical Assistance is similar to other payers. There are some distinct differences
between Medical Assistance and commercial insurance plans and Medicare. These include:

= There are specific rules a provider contracted with Medicaid must follow if billing a client.
Please see Memo 10-25 or WAC 182-502-0160.

= Medical Assistance is almost always the payer of last resort, which means Medicare and
commercial private insurance companies are billed first. For more information on general
conditions of payment see WAC 182-502-0100.

How Is Medical Assistance Different From Medicare?

Medical Assistance and Medicare are very different programs. Medicare is an entitlement program
funded entirely at the federal level. It is a health insurance program for people age 65 or older, people
under age 65 with certain disabilities, and people of all ages with end stage renal disease. The
Medicare Program provides:

= Medicare Part A, which covers inpatient hospital services

= Medicare Part B, which covers professional, and vendor services

= Medicare Part C, which is a Managed Care version of Medicare, also called a Medicare

Advantage Plan, and offered through private insurance companies
= Medicare Part D, which covers prescription drugs

Medical Assistance is a needs-based program with eligibility determined by income and covers a wider
range of healthcare services than Medicare (i.e. dental, glasses). Some individuals are eligible for both
Medicaid and Medicare. These are known as “dual-eligible” clients.

For more information on Medicare, you can find extensive material at the Centers for Medicare and
Medicaid Services (CMS) website: http://www.cms.hhs.gov/MedicareGenlInfo/ .

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 9
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How Can | Identify Medical Assistance Clients?

Medical Assistance clients are issued a plastic Services Card. The Services Card is permanent and is
issued to each eligible family member. Eligibility information is not displayed on the card. The card
will only contain the following information about the client: First name, Last Name, ProviderOne client
identification number (9 digits followed by WA), and the date that the card was issued.

Using the ProviderOne client ID displayed on the front of the card is one way to access a client’s
eligibility information. The card also features a magnetic strip on the back and providers may use a
magnetic swipe card reader to obtain the most current eligibility information. There are many other
ways that a client’s eligibility can be verified in the event that providers do not have the client’s
Services Card. See the Client Eligibility, Benefit Packages, and Coverage Limits section for more
information.

State of Washington

Services Card

Provider Website: www.WAProviderOne.org

Clients: This is your permanent Services Card. KEEP THIS CARD!
Present this card to cach provider when requesting services,
For any questions please call Castomer Service.

Customer Service.............. 1-800-562-3022

LI £ L 1-800-848-5429
MARTHA WASHINGTON THIS CARD DOES NOT GUARANTEE ELIGIBILITY
123456789WA OR PAYMENT FOR SERVICES
Date Issued 4/10 h Providers: Always verify identity and eligibiliry.

Prwm“ne Eligibility may be obtained using this card, m —

the Provider website, or Customer Service.

Medical Assistance Clients as Consumers of Healthcare Services

Just as you do, we encourage clients to be good consumers of healthcare services. The Agency offers
guidance to new clients and provides them with a publication for people getting services, covering
topics such as:

= Before you obtain services from a doctor, dentist, clinic, pharmacy, or other provider, ask
if they will honor your Services Card and are contracted to bill Medical Assistance. Non-
contracted providers can bill you directly.

= Help your healthcare provider give you the care you need. Bring your Services Card to all
appointments, tell your provider you have Medical Assistance, and help them get copies of
your medical records.

= Carry your Services Card with you all the time. Show your Services Card whenever you
get healthcare services and when you get prescriptions.

= Be courteous about appointments, calling if you will miss an appointment or be late, so
other patients can use the time that was reserved for you.

= Letyour provider know if you have commercial or other medical insurance besides
Medical Assistance.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 10
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What Are Some of the Benefits of Being a Medical Assistance Provider?

= The Agency pays promptly when “clean” claims are billed according to the Agency rules and
regulations.

= Providers determine how many Medical Assistance patients their payer mix and business can
allow.

= The Agency offers Electronic Funds Transfer (EFT) payments.

= Enhanced payments are available for dental providers who provide Access to Baby and Child
Dentistry (ABCD) services.

= Satisfaction that you are providing medical care to Washington’s most vulnerable population.

How do | Become a Medical Assistance Provider?

Please visit our Provider Enroliment website at
http://www.hca.wa.gov/medicaid/providerenroll/pages/enroll.aspx#provider for information about
becoming a Medical Assistance provider. The Agency offers an electronic enrollment option through
our payment system called ProviderOne at https://www.waproviderone.org. You can also contact
Provider Enrollment at 1-800-562-3022 ext. 16137.

What is Required to Become a Medical Assistance Provider?

= Toenroll as a provider with the Agency, a healthcare professional, healthcare entity, supplier or
contractor of service must, on the date of application:

) = Be licensed, certified, accredited, or registered according to Washington state laws and

Rl rules.
= Meet the conditions in Chapter 182-502 WAC and other chapters regulating the

specific type of provider, program, and/or service.

= Toenroll, an eligible provider must sign a core provider agreement (CPA) or a contract with
the Agency according to WAC 182-502-0005.

= Enrollment of a provider applicant is effective no earlier than the date of approval of
the provider application.

= The Agency does not pay for services provided to clients during the CPA application
process, regardless of whether the CPA is later approved or denied

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 11
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Who may Enroll as a Medical Assistance Provider?

= For a list of providers who may enroll as a Medical Assistance provider, refer to WAC 182-502-0002.

= The Agency does not enroll licensed or unlicensed practitioners not specifically addressed in WAC
182-502-0002, and ineligible providers as listed in WAC 182-502-0003.

= All performing providers of services to a medical assistance client must be enrolled under the billing
provider’s CPA.

Who must Enroll as a Medical Assistance Provider?

Per 42 CFR 455.410:

= Any referring, ordering, or prescribing provider must be enrolled with the Agency as a fee-for-service
provider.

= The National Provider Identifier (NPI) number of any referring, ordering, or prescribing provider must
be listed on any claims for services, supplies, tests, etc. ordered, referred, or prescribed by that
provider.

To comply with the National Uniform Billing Committee (NUBC) guidelines all NPI numbers of attending,
operating, and “other” providers must be reported on institutional claims.

= All providers reported on the institutional claim must be enrolled as a Washington State Medicaid
Provider.

Understanding Policies Regarding Enrolled Provider

= The complete list of Healthcare Record Requirements can be found in WAC 182-502-0020.

v'Record Retention Requirements

Charts and records must be available to the Agency, its contractors or designees, and the US
Department of Health and Human Services upon request for:

» Six years from the date of service; or
» Longer if required specifically by federal or state law regulation.

= A provider must notify the Agency in writing within seven calendar days of ownership or control
changes of any kind WAC 182-502-0018.

= A provider may voluntarily disenroll by sending a registered letter to Provider Enrollment requesting
disenrollment WAC 182-502-0040.

= In some situations, the Agency may immediately terminate a provider’s enrollment/CPA/contract. See
WAC 182-502-0030 for details.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 12
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= There are a few specific exceptions to the enrollment effective date. See WAC 182-502-0005 for full
details

= Please see WAC 182-502 for additional provider enrollment information.

Border Areas (WAC 182-501-0175)

An eligible Washington state resident may receive medical care in a recognized out-of-state
bordering city on the same basis as in-state care. The only Washington State- recognized
bordering cities are:

’ In Idaho:  Coeur d’Alene, Moscow, Sandpoint, Priest River, and Lewiston
Rule In Oregon: Portland, The Dalles, Hermiston, Hood River, Rainier,
Milton-Freewater, and Astoria

ox

Note: There are no Involuntary Treatment Act (ITA) services allowed in border areas.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 13
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Resources Available

Where can | find Billing
Instructions that explain
program-specific billing
guidelines, coverage, and
limitations?

Billing Instructions can be found at
http://www.hca.wa.gov/medicaid/billing/pages/bi.aspx

Where can | find fee schedules?

Fee Schedules can be found at
http://mwww.hca.wa.gov/medicaid/rbrvs/pages/index.aspx

Where can | find hospital rates?

Hospital rates can be found at
http://www.hca.wa.gov/medicaid/hospitalpymt/Pages/index.aspx

Who do | contact if | have
questions on payments, denials,
general questions regarding
claims processing, or managed
care plans?

The Medicaid Assistance Customer Service Center (MACSC) is available
to support providers Monday 7:30a.m. - 4:30p.m daily.

The interactive voice recognition (IVR) phone system is available 24 hours
a day, 7 days a week.

. Providers may contact MACSC at 1-800-562-3022; or
. Email MACSC at https://fortress.wa.gov/dshs/plcontactus/.

Note: A provider may use the Agency's toll-free lines for questions
regarding its programs; however, the Agency's response is based
solely on the information provided to the representative at the time of
the call or inquiry, and in no way exempts a provider from following
the rules and regulations that govern the Agency's programs.
[Chapter182-502 WAC].

Where can | find information
on becoming a Medical
Assistance provider, submitting
a change of address or
ownership, or to ask questions
about the status of a provider
application?

Provider Enrollment
http://mww.hca.wa.gov/medicaid/providerenroll/pages/enroll.aspx#provid
er

1-800-562-3022 ext. 16137

PO Box 45562

Olympia, WA 98504-5562

Where can | find information
about the Agency’s current rule
making activity?

Visit the Agency’s web site:

http://www.hca.wa.gov/medicaid_laws_rules.html

Where do | find all Washington
Administrative Codes?

Visit the Washington Administrative Code web site:
http://apps.leg.wa.gov/wac/

What is the Agency’s web site
address for Medical
Assistance?

http://hrsa.dshs.wa.gov

Who do | contact if | have
questions on private insurance
or third party liability, other
than the Agency’s managed
care plans?

Coordination of Benefits
PO Box 45565

Olympia, WA 98504-5565
1-800-562-3022 ext. 16134

Casualty Claims

PO Box 45561

Olympia, WA 98504-5561
1-800-562-3022 ext. 15462

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Who do | contact if | have
guestions on Transportation?

The Agency provides access to nonemergency transportation services
for clients who need help with transportation to get to and from their
healthcare appointments.

Web site:
http://www.hca.wa.gov/medicaid/transportation/pages/index.aspx
E-mail: HCANEMTTRANS@hca.wa.gov

Who do I contact if | have
questions on Interpreter
Services?

The Agency provides access to interpreter services for Medical
Assistance clients and applicants, including clients who are deaf, deaf-
blind, and hard of hearing, as well as clients with Limited English
Proficiency (LEP).

Web site:
http://mwww.hca.wa.gov/medicaid/interpreterservices/pages/index.aspx
E-mail: DSHSDLHRSADHST ISInterpreters@dshs.wa.qov

How do I obtain the Agency’s
forms?

Obtaining Electronic Medicaid forms

To view and download forms, visit the Agency’s Forms and Records
Management Service on the web:
http://www.hca.wa.gov/medicaid/forms/Pages/index.aspx

Ordering printed Medicaid forms
The following information is required to order any Agency form.
Please note that telephone orders cannot be accepted.
o Complete office name, mail stop (if applicable), and street address
(no post office boxes);
o Name, telephone, and fax number of the requestor;
o Name, telephone, and fax number of the person receiving the
order, if different from the requestor;
e Form number and title; and
e Exact number of forms you need. Do not order pads or packages.
If you request pads or packages, it may delay your order.
o  Attach two samples of each form if you are ordering from Forms
and Records Management Services. Samples are mandatory.
Use the Forms and Publications Request form, 17-011, or office
letterhead to order Agency forms. You may download the Forms and
Publications Request form 17-011 in Word or Adobe Acrobat. Use a
separate request form for each supplier.

Ordering (X) or stocked forms

Stocked forms are stored at the Fulfillment Center. To order a stocked
form, you must order on-line through the Department of Printing's
General Store. General Store Instructions

If you have questions regarding your order, contact the Fulfillment
Center at (360) 586-6360.

Ordering non-stocked forms

You may order Agency forms through Forms and Records
Management Services (FRMS). If you have questions about ordering
through FRMS, please call (360) 664-6048. You must include the
required information with your order.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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You may get Agency forms in the following ways. You may:
o Select electronic forms and download your form for electronic
completion.
o Mail your order with samples to: PO BOX 45805, OLYMPIA
WA 98504-45805.
If you do not send samples with your order, your order will be
returned.
How do I find out where the Visit the on-line CSO:
local Community Services https://fortress.wa.gov/dshs/f2ws03esaapps/onlinecso/findservice.asp
Office (CSQ) is located?
How do I find out where the Visit the HCS web site:

local Home and Community http://www.aasa.dshs.wa.gov/Resources/clickmap.htm

Services (HCS) office is

located?

How do I find out where my Visit the RSN web site:

local Regional Support http://www.dshs.wa.gov/dbhr/rsn.shtml

Network (RSN) is located?

How do I find out what is Contact Aging and Disability Services Administration (ADSA) at 1-800-

included in the nursing facility | 422-3263
per diem or general rate?
Who do | contact to request Fax 1-866-668-1214 for the following areas:
authorization? o Durable Medical Equipment, Prosthetics, and Orthotics
e Dental
e Pharmacy
e All Other Medical Services & Enteral
Mail - Attn: [enter one of the above authorization areas]
Authorization Services Office
PO Box 45535
Olympia, WA 98504-5535
Call 1-800-562-3022
Use the menu options or for an extension listed below say “Dial” or
press #:
¢ Durable Medical Equip., Prosthetics, Orthotics ext. 15466
e Pharmacy ext. 15483

All other providers, please refer to your program specific Billing
Instruction for information on requesting authorization. See Appendix F
for instructions on completing the Authorization Request Form (13-835)

If you are mailing/faxing supporting documentation without the original
authorization request form, you will need to print a cover sheet. See
Appendix G for more information on cover sheets.

Where can | access provider Provider training material can be accessed at
training material? http://www.hca.wa.gov/medicaid/provider/pages/training.aspx

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 16
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Where do I submit claims for Electronic Claim Back-up Documentation

payment? Division of Eligibility and Service Delivery

PO Box 45535

Olympia, WA 98504-5535

Back-up documentation without an original claim form will require a
cover sheet. See Appendix G for more information on cover sheets. Back-
up documentation with a cover sheet can be faxed to 1-866-668-1214.
Please do not fax in original claims.

Paper Copy Claims

Division of Eligibility and Service Delivery

PO Box 9248

Olympia, WA 98507-9248

Other Important Numbers

Disability Insurance 1-800-562-6074

Fraud Hotline 1-800-562-6906

Home Health/Plan of Treatment 1-360-586-1471

Hospice Notification 1-360-725-1965

Medical Eligibility Determination Services (MEDS) 1-800-562-3022 ext. 16136
Medicare Unit Fax Line 1-360-664-2186

Patient Review and Coordination 1-800-562-3022 ext. 15606
TAKE CHARGE questions 1-800-562-3022 ext. 15481
Telecommunications Device for the Deaf (TDD) 1-800-848-5429

Exhausted Medicaid MCO Plan contacts for specific mcprograms@hca.wa.gov
cases? Contact MCO Plan managers at

The expanded Glossary is available for viewing online.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 17
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Client Eligibility, Benefit
Packages, and Coverage Limits

Making Sure You Can Get Paid For Services
Covered through Medical Assistance

This Chapter shows how to Determine:

If the client has Medical Assistance.

If a service is covered under the client’s Benefit Service Package.

If the client is enrolled in a Medical Assistance Managed Care Plan.
When prior authorization is required.

When and if a waiver can be used to bill a client.

If the client has a spenddown balance that may affect eligibility.
Any special limitations or restrictions.

If the client has reached their maximum for services with limitations.
Who to bill so payment is not delayed.

Why is Checking Eligibility and Benefit Coverage Important?

The Agency denies many claims because the client was not eligible for Medical Assistance on the date
of service. To prevent billing denials, please check the client’s eligibility prior to providing services.

Checking eligibility and coverage limits requires little time compared to the level of effort a providers
office staff experience when following up on a denied claim. Denied claims cost provider
organizations time spent researching and rebilling denied claims or writing off costs for services that
cannot collect on.

Some procedures may require that providers satisfy certain conditions in order to be reimbursed for the
service - such as determining whether a service requires prior authorization. Research these
requirements before providing a service.

If the service is not covered and the client chooses to receive and pay for a specific service, providers
may be able to bill the client. Please see Memo 10-25 or WAC 182-502-0160 for rules on billing a
client.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 18


http://hrsa.dshs.wa.gov/Download/Memos/2010Memos/10-25.pdf
http://apps.leg.wa.gov/WAC/default.aspx?cite=182-502-0160

ProviderOne Billing and Resource Guide

A contract, known as the Core Provider Agreement (CPA), governs the relationship between the
Agency and Medical Assistance providers. The Core Provider Agreement’s terms and conditions
incorporate federal laws, rules and regulations, state law, the Agency’s rules and regulations, and the
Agency’s program policies, numbered memoranda, and billing instructions, including this Guide.
Providers must submit a claim in accordance with the Agency’s rules, policies, numbered memoranda,
and billing instructions in effect at the time they provided the service.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 19
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The Key Steps

1. Determine if the Client Has Medical
Assistance Coverage

2. ldentify the Primary Payer
3. Review the Client’s Benefit Service Package

4. Review the Foster Care Client’s Medical
Records History

5. Determine if Medical Assistance Covers the
Service and if so, is Prior Authorization (PA)
Required

6. Determine if the Client’s Benefit Limitations
Have Been Met

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 20
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1. Determine if the Client Has Medical
Assistance Coverage

The provider is responsible to verify whether the client has Medical Assistance coverage for the
date of service, and if so, to check the limitations of the client’s medical program. This helps
prevent delivering a service the Agency won’t pay for.

Providers may also choose to confirm eligibility when making an appointment for a client. This could
help avoid turning the client away at check-in. Checking eligibility when making an appointment can
also help determine if the client needs free interpreter services for the appointment.

There are many methods to check client eligibility. Most of these methods involve accessing
ProviderOne.

= Access ProviderOne to submit an eligibility inquiry using one of these methods:

Search for eligibility information via ProviderOne at https://www.waproviderone.org .
Submit an electronic individual or batch 270/271 inquiry to ProviderOne.

Swipe the client services card using a magnetic card reader (See Appendix A).

Use a Medical Eligibility VVendor to access information on your behalf (See Appendix H).

= Alternative methods for checking eligibility are available:

o Call the Interactive ProviderOne Voice Response (IVR) (See Appendix B).
o Call a customer service representative at 1-800-562-3022.

The remainder of this section provides instructions and screenshots demonstrating how to search for
eligibility information via ProviderOne.

Log into ProviderOne and select the EXT Provider Eligibility Checker or EXT Provider
Super User profile to verify client’s eligibility for Medical Assistance services.

= Select the Benefit Inquiry hyperlink from the Provider Portal home page Menu

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 21
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—Select-

Path: Provider Portal

ProviderOne Id/NFP| : 2067403 / 5522336671 Name: MARIO HEALTH CENTER

Provider Portal:

Online Services: Welcome! Hide/Max
Claims Hide/Max

Claim Inquiry The Department of Social and Health Services (DSHS) is an agency that

Claim Adjustment/Void helps people. We do this in partnerships with families, community

On-line Claims Entry o groups, religious organizations, private providers, other government

On-line Batch Claims Submission (837) agendes, and the many thousands of generous foster parents,

Resubmit DeniedVoided Claim

Retrieve Saved Claims neighbors, and citizens who make Washington a special place by taking

Manage Templates care of each other.
Create Claims from Saved Templates
Manage Batch Claim Submission The mission of DSHS is to improve the quality of life for individuals and

Client Hideltiax families in need.

Client Limit Inquiry

Benefit Inquiry _
Payments Hide/Max

View Payment

View Capitation Payment My Reminders:

Search by any one of the many combinations available. The inquiry start date will default to
today’s date. Change this date if it is not the date of service. Information displayed is only valid

for the inquiry start and end date. A client’s eligibility segment may change for a different date of

service search. The max date span for a data return for an eligibility inquiry is 2 years.

[Coe [ ]

To submit an Eligibility Inquiry on a specific dlient, complete one of the following criteria sets and click "Submit’.

* ProviderOne Client ID(Client Identification Code) or

o Last Name, First lame AND Date of Birth or Enter one of these

« Last Name, First Name AND SSN or 5 %

o SSH AND Date of Birth search criteria then
* ProviderOne Client ID{Client Identification Code), Last Name, First Name AND Date of Birth or P &« P

o ProviderOne Client ID(Client Identification Code), Last Name AND Date of Birth or click on “Submit

« ProviderOne Client ID(Client Identification Code) AND Last Name

Please contact Customer Service Center at (800) 562-3022

Client Eligibility Inquiry:
ProviderOne Client ID: SSN:
Last Name: First Name:
Date of Birth:
Inquiry Start Date: 12052011 = Inquiry End Date: 12082011 =

Hint: Don’t know how to spell the clients name? ProviderOne now allows a client eligibility
search by using the first 5 letters of the last name and the first 3 letters of the first name.
However the Date of Birth or the SSN would still be required if using the name search feature.

The system then displays the following eligibility information. Make sure to scroll down the page

to view all related eligibility information.

= The first information displayed on the page is the search criteria
= The next section is the Client Demographic Information, name, birth date, etc.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 22
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= The eligibility information segment is next.
Client Eligibility Spans

Insurance Type | Recipient Aid Category Benefit Service Eligibility Start Eligibility End ACES Coverage ACES Case Retro Delayed
Code (RAC) Package Date Date Group Humber Eligibility Certification
AW AW AW AW AV AV AV AV '
MC: Medicaid 1030 CHP 040172011 127312999 F 019376679

L] T T T T T 7T

The type of coverage for the client.

Recipient Aid Category (RAC).

Name of Benefit Service Package (BSP).

Start date for this eligibility segment.

End date for this eligibility segment.

Medical coverage group codes assigned by the Community Service Office (CSO) or
the Home and Community Service (HCS) Office when eligibility is determined.

Case number assigned by CSO or HCS.

Retroactive eligibility information. This reflects the three calendar months before the
month the client applied for services. (WAC 182-502-0150).

Delayed certification date. Sometimes a person applies for a medical program prior to
the month of service and a delay occurs in the processing of the application. In these
cases, the eligibility determination date is after the actual month of service and a date
will be displayed in this location. Medical Assistance can accept claims up to one year
past this date (WAC 182-502-0150).

T T

TmMoOOwP

o

&

= Note: Some providers may need to use the Recipient Aid Category (RAC) code for specific
billing purposes or to further determine a client’s eligibility in a program. Please reference the
applicable Medicaid Provider Guide (formerly billing instructions) for further details.

= Examine the eligibility segment start and end dates. If no end date is determined, the system
defaults to 12/31/2999.

If you eligibility inquiry is unsuccessful, you will see an error message here:
:r:;-: F.HWJ;::;I;:_‘.;M —— .

Selection Criteria Entered:

=

Date of Reguest:

Time in Regquest: 1
Prowvider ID:

From Daie of Service: 0
To Date of Service: 0

ProviderDne Client 1D

County Code
CSOR
Date of Birh:

Language

Climnt First.Middle, L asi Name:

csomcs: 238

Genden:

ORADE008
11403 AM PDT

2857403

14012006
1312006

Client Demographic Information:

: DO1D0200EWA,

BETTY 5

CROCKER
GENERAL

CENTER CS0

H 'JIT'-'-ung

. DA0-KING EAST

T LS00

1 03231978

Fermale

» ENG-English

ProviderOmne Client ID: 001 002003WA,
Chent Date of Binh:
Client SSHN:
Client Lasi Name:
Client First Name:

Walid Request Indicator

Reject Reason Code:

Fallow Up Action Code:

System Response Information:

52 - Service Dates Mot Within
Provider Plan Enrofment

C = Please comect data and resubmit

Note: If your search is unsuccessful, check your keying!

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.
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= Relying on eligibility information obtained before the date of service. We recommend that
providers verify eligibility the day a service occurs.

m  Failing to verify the identity of the cardholder. Medical Assistance coverage is not
transferable. If you suspect that a client has presented a Services Card belonging to someone
else, request to see a photo ID or another form of identification.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls. 24



ProviderOne Billing and Resource Guide

2. ldentify the Primary Payer

Medical Assistance is almost always the payer of last resort (for exceptions, see WAC 182-502-0100).
The Agency will not pay claims if there is an alternate primary payer (for example, Medicare or private
insurance).

To avoid turning away an individual at check-in, determine the client’s primary payer when making an
appointment. Some of the reasons a provider might turn clients away include:

= The office doesn’t accept their Managed Care Plan.
= The provider is not an enrolled Medicare provider.
= The provider is not an enrolled provider with their commercial private insurance.

Client eligibility may change over time, and the primary payer may change as well. For example, a
client may enroll in a Medical Assistance Managed Care Plan.

How - Nursing Homes Only

Nursing Homes Only: Review the Institutional Award Letter. The award letter explains client
income and participation amount, medical care eligibility, effective date for care, care level, and other
information.

How - All Other Providers

This section covers the following:

= How to determine if the client is enrolled in a Medical Assistance Managed Care Plan.

= How to determine if the client is eligible for mental health services. (Provided through
Regional Support Networks - RSN).

= How to determine if the client is enrolled with a Primary Care Case Management (PCCM)
provider.

= How to determine if the client is Medicare eligible.

= How to determine if the client has one or more of the following: commercial private
insurance, Medicare Part C or D, military, or commercial HMO coverage.

= How to determine if the client must receive services from certain providers.

= How to determine if the client receives services through a Hospice Agency.

= How to determine if the client is a client of the Division of Developmental Disabilities
(DDD).

»  How to determine if the client is participating with the Department of Health’s Children
with Special Health Care Needs (CSHCN) program.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 25
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How to determine if the client is enrolled in a Medical Assistance Managed Care Plan. If the
client is enrolled in Medical Assistance Managed Care Plan, the following segment will be
displayed as part of the client benefit inquiry. Some examples include ‘ANH Healthy Options’,
‘CHPW Basic Health Plus’, and ‘MHC State Children Health Insurance Program’. The Agency
does not process or pay claims for clients enrolled in a Medical Assistance Managed Care Plan for
services provided under the plan’s contract. If the service is covered by the Medical Assistance
Managed Care Plan, do not bill the Agency secondary.

Managed Care Information « ’
PCCM Plan/PCCM Plan/PCCM Phone PCP Clinic Start End
Insurance Type Code Plan/PCCM Name
.y Code Ay 1D MNumber Name Date Date
Ay AY Av AY Av AV
HIL: Health Maintenance MC: Capitated [CHPW Healthy Options 105010101 (800) 440-1561 070172012 [12/3172999

%ﬂ

=

= Note: The benefit inquiry response does not return the Primary Care Provider (PCP)
information but does return the PCP Clinic Name when the information is available.

Contact the Managed Care Plan if there are questions on authorization and billing. See
Appendix C for Medical Assistance Managed Care Plan contact information.

2
=
=" Note: Already seen a client enrolled in a Managed Care Plan, and the provider is not the
assigned Primary Care Provider (PCP) or do not have a referral? Contact the PCP to get a referral
then call the Plan to see if authorization is required or can be obtained for the service provided. If

the office is not contracted with the Plan, call the Plan to see if they have an allowance for a

noncontract provider treating their client.

When a client is enrolled in Healthy Options plan on admit to a hospital stay and then
dis-enrolls from the plan and becomes FFS during the stay, the entire stay and physician
services are the responsibility of the plan until the client is discharged.

How to determine if the client is eligible for mental health services (which are provided
through a regional Support Network (RSN)). If a client is eligible for mental health services,
their Regional Support Network (RSN) will be displayed under “Managed Care Information”.

This is not a medical managed care plan. The RSN indicator applies to mental health services
only. Refer the client to their RSN to access mental health services. Please do not contact the RSN
unless trying to coordinate mental health services for a client. Authorization may be required. For

a directory of Regional Support Networks, please visit http://www.dshs.wa.gov/dbhr/rsn.shtml.

Managed Care Information

Insurance Type Code
AY

PCCM
Ceode
AY

Plan/PCCM Name
A Y

Plan/PCCM

A Y

Plan/PCCM Phone
Number
A Y

PCP Clinic
Name
A Y

Start
Date
A Y

End
Date
AV

HM: Health Maintenance
Organization

MC: Capitated

CHPW Healthy Options

105010101

(800) 440.1561

07/01/2012

12/31/2999

HM: Health Maintenance
Organization

|MC: Capitate-

SWWA Behavioral Hith RSN-Mental Hith Services

Only

202342601

(360) 3978222

01/01/2013

12/31/2999

Note: The ProviderOne system eligibility check now shows the RSN segment with the county
RSN name and the phrase “Mental Health Services Only”. This information informs providers
that the client would get mental health services coordinated through the county organization listed.
This segment DOES NOT reflect medical coverage eligibility. Do not call the RSN to ask about

billing questions.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.
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N
=\
%7 Note: If there is NOT an RSN listed in this segment for your dates of service, the client is in
a state-only funded program. This information can be used by providers (e.g. Rural Health
Clinics and others) when trying to determine if the client is in a state-only funded program. One
exception to this rule is the clients with ACES program code P04. The client is primarily state

funded even if there is an RSN segment.

= How to determine if the client is enrolled with a PCCM. If the client is enrolled with a Primary
Care Case Management (PCCM) provider, the following segment will be displayed as part of the
client benefit inquiry:

Managed Care Information l
Insurance Type Code PCCM Code PlanPCCM Hame PlanPCCMID | PlanPCCM Phone Humber | PCP Clinic Hame | Start Date | End Date
aY 'R i¥ i¥ 'R 'R 'R al
HM: Health Mairtenance Organization  [MC: Capitated |SEATTLE INDIAN HEALTH BOARD (104367304 (208)324-9360 1200172007 1243472999

e All clients enrolled with a Primary Care Case Management (PCCM) provider must have a
referral from their PCCM in order for health care services to be paid to an outside
provider. Bill all services for PCCM clients covered by the referral to Medical Assistance
and indicate the PCCM referral number on the claim form.

o Newborns of clients enrolled with a PCCM provider are fee-for-service until the client
chooses a PCCM for the newborn. Bill all services for the newborn to the Agency.

e Women enrolled with a PCCM provider do not need a referral from their PCCM to refer
themselves for women’s health care services provided by a clinician outside of the PCCM.
Billing for all services does not require a PCCM referral number on the claim.

= How to determine if the client is Medicare Eligible. If the client is eligible for Medicare Part A
or Part B, the following segment(s) will be displayed as part of the client benefit inquiry:

Medicare Eligibility Information

Service Type Code Insurance Type Code Eligibility Start Date Eligibility End Date
AY AY AY AV
30: Health Benefit Plan Coverage MA: Medicare Part A 0510111992 12/31/2999
30: Health Benefit Plan Coverage MB: Medicare Part B 050111992 12/31/2999

e  Providers must bill Medicare as the primary payer if Medicare covers the service
provided.
o The client’s Medicare HIC number will be returned on benefit inquires.

= How to determine if the client has one or more of the following: commercial private
insurance, Medicare Part C or D, military, or commercial HMO coverage. If the Agency’s
records reflect that the client has other coverage, the following segment(s) will be returned as part
of the client benefit inquiry:

Coordination of Benefits Information P
( . N N
Servics Type Code Insur(a:m:e Type T R e A G Carrie Policy Holder Policy Group Plan Start End
N ode oo Code Name Number Number Sponsor Date Date
AY AY AY AY AY AY AV AV
30: Health Benefit Plan . . PREMERA BLUE CROSS/BCBS OF AK
Coverage C1: Commercial (800) 7221471 C01 10/01/2012 |12/31/2999

Message(s): We believe this information to be correct, but you must verify eligibility and coverage with specified payor

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 27
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e  Providers must bill the commercial private insurance primary to Medical Assistance. Bill
the Agency after the claim has been processed by all other commercial insurance. The
insurance carrier code displayed here is used on the direct data entry (DDE) secondary
insurance claims billed to the Agency as the insurance company ID number.

e Medicare Part C information will be a returned if the Agency knows the name of the plan.
Providers must bill the Medicare Part C Plan (Medicare Advantage HMO) primary to
Medical Assistance. Bill the Agency a secondary crossover claim after the claim is
processed by the Plan and the Agency may pay the client liability (deductible, co-
insurance, co-pay) amount according to the Agency’s payment policy.

o If the Client has Medicare Part D, (prescription drug coverage), see the Prescription Drug
Program Billing Instructions for specific details. Current Medicare Part D plan
information may be listed in the Coordination of Benefits Information segment.

Coordination of Benefits Information

Insurance Type

Insurance Co. Name &

Carrier

Policy Holder

Policy

Group

Plan

Start

End

SEN'CEAT?E ges Code Contact Code Name Number Number Sponsor Date Date
A Y AT A Y A Y e A Y A Y A Y AV
30: Health Benefit Plan £1: Commercial PACIFICARE OF WASHINGTON, |, 2n,c UNKNOWN Med Part C 02/01/2011 [12/31/2999
Coverage IN UNKNOWN
30: Health Benefit Plan £1: Commercial PACIFICARE OF WASHINGTON, | o,c Med Part D 02/01/2011 [12/31/2999
Coverage INC.

Message(s): We believe this information to be correct, but you must verify eligibility and coverage with specified payor

o Refer active duty military clients who are eligible for benefits with the Civilian Health and
Medical Program of the Uniformed Services (CHAMPUS) to use their local military
facility. When a client is CHAMPUS eligible, the insurance carrier code is either HI50 or
HI00. (see example below)

of B fits Informati

Insurance Type
Code
.

Coordinati

Carrier Policy Holder Poli Plan Start

Insurance Co. Hame & Contact el . lcy o
ar Code Hame I Date
AT LT AT AT i T .

“Gro:u) Enl Date

a0

Service Type Code
i Y

20: Health Benefit Plan
Coverage

DEERS/TRICARESCHAMPUS [S58) 874
9272

C1: Commercial HIS0 FRIME 01012004 [12¢31/2933

¢ Direct clients who are also eligible for benefits with the Department of Veterans Affairs
(VA) to the nearest VA medical center. Individuals with VA eligibility are required to
seek medical care through their VA providers as their primary insurance. When a Medical
Assistance client is also VA eligible, the insurance carrier code is VEO2.

QA
&
=" Note: If the client needs to locate a VA medical center, a call to 1-800-827-1000
from any location in the United States will be automatically routed to the nearest VA regional
office.

o Refer clients who have insurance through a Health Maintenance Organization (HMO) to
their designated facility or provider. When a client has primary insurance through an
HMO, the insurance carrier code is HM, HI, or HO.

o Medical Assistance does not pay for services referred to a provider not contracted with the
primary HMO. This is the responsibility of the referring HMO. If the primary HMO does
not cover the services, Medical Assistance may be billed for those services if they are
covered by Medical Assistance.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Exception: HMO clients who live more than 24 miles away from the nearest primary HMO
facility will have the HM99 insurance carrier code. Medical Assistance will pay for all non-
emergency services under fee-for-service per fee schedule. The primary HMO may require

notification of any emergency services before they make any payment(s).

2
2

=" Note: When a commercial insurance company terminates a client’s private coverage,
send the Agency a copy of the termination notice or call the Coordination of Benefits toll-free
line at 1- 800-562-3022, ext. 16134. The following documents (or photocopies of them) may
be used as verification of insurance termination:

EOB statement from insurance company

Letter from employer

Memo from CSOs or insurance company

Divorce decree

Court order

Muilitary discharge papers (DD214)

Client-specific letter on insurance company letterhead

&

= Note: The Agency does not deny the following services for third-party coverage unless the
third-party liability (TPL) carrier code is HM, HI, or HO:

o Outpatient preventative pediatric care;

o  Outpatient maternity-related services; and

o Accident related claims, if the third-party benefits are not available to pay the claims at the

time they are filed.
=" Note: If you determine there is a possible casualty claim, please call the Casualty Unit at 1-

800-562-3022, ext. 15462 (e.g., motor vehicle accident, Department of Labor and Industries (L&I)
claim, Injury diagnosis). See Appendix D for more information on casualty claims.

%;/ Note: If providers have additional insurance coverage questions, call the Coordination
of Benefits toll-free line at 1-800-562-3022, ext. 16134.

= How to determine if the client is restricted and must receive services from certain providers.
(WAC 182-501-0135) If the client is assigned to certain providers, the following segment(s) will
be displayed as part of the client benefit inquiry:

Restricted Client Information

Assignment Type Provider Name Provider Phone Number Period Start Date Period End Date
AT A Y A Y Ay AV
Primary Care Physician SKAGIT VALLEY MEDICAL CENTER [360) 428-6425 1211212007 02/28/2008
Hospital PUBLIC HOSPITAL DISTRICT 1 SKAG (360} 424-4111 1211212007 02/28/2008
Pharmacy RITE AID PHARMACY 05245 (360} 424-7958 11/01/2006 02/28/2008

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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e The Patient Review and Coordination (PRC) program assists clients in using medical
services appropriately by assigning them a PCP, pharmacy, and/or a hospital for non-
emergency care. The PCP may make referrals for specialty medical care. Some covered
services that do not need a referral include, but are not limited to, dental and medical
equipment.

e Providers must bill PCP- referred services with the PCP’s National Provider Identifier
(NPI) in the appropriate field on the claim form. Look up NPIs at the National Plan &
Provider Enumeration System website-
https://nppes.cms.hhs.gov/NPPES/NPIRegistryHome.do. If there are questions about the
PRC program or a provider wishes to report a client for utilization review, call 1-800-562-
3022 ext. 15606.

= How to determine if the client receives services through a Hospice Agency. (WAC 182-551-
1210). If the client receives services through a hospice agency, the following segment(s) will be
displayed as part of the client benefit inquiry:

Hospice Information

[ i ¥ F AT AT

Hospice agency Hospice Address Hospice Phone Hospice Contact Start date End date

100152500 HOSPICE, SEATTLE | WA 32103 (206]326-6607 HOME SWEDISH 0242003 1243172383

e Please see the Hospice Services Billing Instructions for more information.

» How to determine if the client is a client of the Developmental Disabilities Administration
(DDA). If the client is a client of DDA, the following segment will be displayed as part of the
client benefit inquiry:

Developmental Disability Information

Start Date End Date
i T a0

010171320 1203142993

e Clients of DDA may be eligible for additional medical services. See the program specific
billing instructions for those additional services.

= How to determine if the client is participating with the Department of Health’s Children with
Special Health Care Needs (CSHCN) program. If the client has special health care needs and is
enrolled in the CSHCN program, the system displays the following segment as part of the client
benefit inquiry:

Children with Special Health Care Needs Information

Start Date End Date
a¥ a0

01/04/2002 0273152014

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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m  Failing to check the dates on a displayed segment. When reviewing the eligibility record,
always make sure the dates on a segment correspond with the date of service being checked.

= Billing the Agency when there is a primary payer. This will delay receipt of payment and
increase a provider’s workload.

= Providing service to a client who has chosen to obtain care with a PCCM provider and this
provider is not the PCP, or the client was not referred to the office by the PCCM
provider/PCP. Contact the PCP to get a referral.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 31
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3. Review the Client’s Benefit Service Package

Benefit Service Packages do not cover all services and procedures. Providers need to verify the service
being provided is a covered benefit under the client’s Benefit Service Package.

= Locate the Benefit Service Package returned on the eligibility inquiry. View additional
information related to programs covered under a specific Benefit Service Package (e.g., physical
therapy, dental, hospital) by clicking on the hyperlink.

Client Eligibility Spans

Insurance Type | Recipient Aid Category |  Benefit Service Eligibility Start | Eligibility End | ACES Coverage ACES Case Retro Delayed
Code (RAC) Package Date Date Group Number Eligibility Certification
A Y iy iy A Y WV AY A Y Ay Ay
MC: Medicaid 1030 CHP - 0din1i2014 1213172993 FO8 019376679

o See Appendix E for an overview of Benefit Service Packages.

= How to determine if the client is pending spenddown eligibility and responsible for a
spenddown balance. Spenddown is a client liability, similar to an insurance deductible. The
Agency determines the amount of the spenddown liability and a client must pay or incur medical
expenses equal to or greater than this amount before the client is eligible for medical coverage to
begin. The Agency does not pay for any services or expenses that were used to meet a client’s
spenddown liability. The Agency reduces the provider payment amount by any amount that is
determined to be a client spenddown liability.

Medical coverage under the Limited Casualty/Medically Needy Program (LCP/MNP) begins on
the date the client has incurred enough medical expenses to meet the spenddown liability.
Coverage does not always begin on the first day of the month. If billing for a date of service
which is equal to the Medicaid eligibility begin date, it is possible that the claim could require a
spenddown liability to be reported. Please see Memo 10-10 and 182-519 WAC for more
information on spenddown. If the description within the Benefit Service Package above reads
“Pending Spenddown-no medical,” the following segment will be displayed:

Client Eligibility Spans

Insurance Type | Recipient Aid Category | Benefit Service Eigibility Start | ElighityEnd | ACESCoverage | ACESCase Retro Delzyed
Code (RAC) Package Date Date Group Mumbszr Elgibility Certification
AT iy iV i WV A" iy iy iy
uC:Medicaid  [1030 pendeg Spencioun 10 Rsoaon |iomass fse

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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= [f the client has a pending spenddown liability amount, the current balance will be displayed in a

segment that looks like this:

Spenddown Information

RAC Cl- 124 Base Period - Start: 08/01/2011 End: 01/31/2012

Total Spenddown | Spenddown Liability | Remaining Spenddown | EMER Liability | Remaining EMER | Spenddown Status | Update Date | Spenddown Sart Date
LY iAY iy LY iv AY AY '

2022.00 2022.00 2022.00 0.00 0.00 |Pending 08/08/2011 na/o1/2011

oy

@ Note: Emergency Medical Expense Requirement (EMER) liability can only be met with
voluntary inpatient psychiatric hospitalization.

Spenddown Frequently Asked Questions

Q. How do I find out if our claim was used to meet a client’s spenddown liability? How do I find
out how much of our claim was assigned to a client spenddown liability?

A. Call the Agency toll free customer service call center line at 1-800-394-4571.

Q. How will my claim be processed if there is a spenddown amount applied to my claim?
A. The Agency will deduct the spenddown amount from the Agency allowable amount. For more
information on provider payments, see 182-519-0110.

Q. How do I know if a claim was denied for spenddown?
A. Check the Remittance Advice to find the denial code for the claim. Claims denied for
spenddown will show adjustment reason code 125 and remark code N58.

Q. What will happen if I submit a claim when ProviderOne indicates the client is ‘pending
spenddown’?
A. The claim will deny because the client is not eligible.

Q. Can I charge the client when some or my entire bill has been used to meet the client’s
spenddown liability?

A. Providers may charge the client no more than the spenddown amount that was applied to the
claim. Please see 182-519-0110 for more information.

Q. Howdo I report spenddown on a claim?
A. See Numbered Memoranda 10-10 at
http://mwww.hca.wa.gov/medicaid/billing/documents/memos/10-10.pdf .

m  Failing to check the client’s benefit service package. This may result in providing services
that are not covered by the Agency.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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4. Review the Foster Care Client’s Medical
Records History

ProviderOne now gives the provider access to claims history for children in foster care. The claims
history (pharmacy, dental, medical, etc.) will be available when a provider performs an eligibility check

in ProviderOne.

Providers may benefit from knowing a foster care client’s claims history before treating, or prescribing

medications for the client.

Log into ProviderOne as outlined in Key Step 1 above, and select the “Benefit Inquiry” hyperlink to
conduct an eligibility check for the client.

Enter the appropriate search criteria to locate the client’s eligibility information. When the eligibility
page is returned, if the selected client’s medical records are available, the following “Medical Records”

button  Medical Recards | \uij| appear at the top left of the screen:

Printer Friendly Version

| Close || Submit Another Inguiry

Selection Criteria Entered:

Provider ID:

Client Demographic Information:

ProviderOne Client ID:

Client First,Middle,Last Name:
CSOMHCS:

County Code:

CSOR:

Date of Birth:

Gender:

Language:

e Placement:

———————
Medical Records IlExil |

———————1

Date of Request: 08/18/2011

Time in Request: 07:20:08 AM PDT

From Date of Service: 038/18/2011
To Date of Service: 08/18/2011

564532100WA
THOR THAMMER
076-MEDS

017-King

043-KING SOUTH C30
12/28/2003

Male

EMNG-English

F

ProviderOne Client I1D:
Client Date of Birth:
Client S5N:

Client Last Name:
Client First Name:

System Response Information:

Valid Request Indicator:
Reject Reason Code:
Follow-Up Action Code:

564532100WA

for the enhancement.

Note: The Placement code (indicated by the arrow) may allow a provider billing certain
E&M codes to receive an enhanced rate for the service. Please see the EPSDT Medicaid

Provider Guide for the placement code table plus detailed information about how to bill

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Click the  Medical Records | lytton to open the next screen which contains claims information in three
separate sections. These sections contain paid claims information obtained from the ProviderOne claim
history database. Two years of data will be returned by default, regardless of the eligibility search begin

or end dates. The three sections include:

e  Pharmacy services claims
e Medical services claims (includes Dental)
o Hospital services claims

The overall screen looks like the screen picture below. Providers may need to use the scroll bar on the
right side of the page to see the bottom portion of the page. This is a “Printer Friendly Version” so the

content of this page can be printed.

Printer Friendly Version
T
Pharmacy:
Filter By Period: | 4l v
Fill Date Drug Name Strength Gty | Days Refill Sequence Prescriber Name Pharmacy Hame Pharmacy Phone #
AV A Y AV AY | AY AY AV AY AV
02/03/2011  [VITAMIN D 41000 UNIT 80 20 00 FRAHKLINBEH BIG RIVER PHARMACY (509) 555-2323
01/27/2011  (|POLYETHYLENE GLYCOL 32350 0 527 20 01 FRAHKLIH.BEH BIG RIVER PHARMACY {509) 555-2323
01/18/2011 |[BACLOFEN 20 MG 90 30 00 FRANKLIN,BEH BIG RIVER PHARMACY {509) 555-2323
011212011 |[LANSOPRAZOLE ODT 15 MG 60 30 00 WASHINGTON,GEORGE || BIG RIVER PHARMACY {509) 555-2323
01/12/2011  [IBUPROFEN 1400 MG 15 10 01 WASHIHGTON,GEORGE (| BIG RIVER PHARMACY {509) 555-2323
Viewing Page 1 Next>> ‘ 2 Ge| Page Count | SaveTaXLS
Medical Services (primary and specialty care):
Filter By Period: |Al v
Start End Date Primary poden’D)( Other Diagnosis st T Servicing Provider Billing Provider Name Billing Provider
Date Description Codes Name Phone #
AV AT av
i ¥ iy AY i ¥ A Y
The first section contains the Pharmacy claim information:
Pharmacy:
Filter By Period: Al v
Fill Date Drug Name Strength Qty Days Refill Sequence Prescriber Name Pharmacy Hame Pharmacy Phone #
AV aY AY AY | AY iV AT LY LY
02/03/2011  |VITAMIN D 1000 UNIT |60 30 00 FRAHKLIN.BEH BIG RIVER PHARMACY {509) 555-2323
01/27/2011  |POLYETHYLENE GLYCOL 3350 0 527 20 01 FRAHKLIN,BEH BIG RIVER PHARMACY {509) 555-2323
01/18/2011  |BACLOFEN 20 MG 90 30 0o FRAHKLIN,BEH BIG RIVER PHARMACY {509) 555-2323
01/12/2011 [LANSOPRAZOLE OOT 15 MG 60 30 00 WASHINGTON,GEORGE | BIG RIVER PHARMACY {509) 555-2323
01/1272011  |IBUPROFEN 400 MG 15 10 01 WASHINGTON,GEORGE | BIG RIVER PHARMACY {509) 555-2323
Viewing Page 1 Next>> | 2 Ga| Page Count ‘ SaveToXLS |

Some fields could be empty or contain “zero (0)” as a value for the different pharmacy claims if that
information is not available for viewing.

Providers have the option to search the pharmacy list for specific dates of service by using the “Filter

By Period” option.

1. Pick the filter value name (All, or Date Range) using the drop down option
2. Then in the Date Range, in the next box indicate the filter value “From” date of service

Pharmacy:

Filter By Period: |Date Range

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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3. Nextinthe Date Range, in the second filter value box enter the “To” date of service (all dates
entered in ProviderOne must be formatted as 06/01/2011)

4. Click the “Go” button

ProviderOne will return the paid claim (s) found for those filter values based on the “From” date.
Providers can sort the list of pharmacy claims using the up/down triangles located under each blue
column heading. The system only sorts by one column heading at a time, however, it will sort the
whole list based on the column heading chosen.

‘ Dru? Hame ‘

e Clicking on the triangle on the left * causes ProviderOne to sort the list by the oldest,
smallest, or in alphabetical order, according to the column specified.

e Clicking on the triangle on the right ™ causes ProviderOne to sort the list by the latest, largest,
or in reverse alphabetical order, according to the column specified.
2

i“?’\

=" Note: The search (Filter By) option and the column sort functions work the same for each
specific claim section on this screen.

Providers should keep in mind that each claim history section may have multiple pages. If the action
buttons at the bottom of the section have black text, they can be used to move to the next page. In this
case, the “Next button” indicates that more than one page of claims are available to view.

|'I.|'iewing Page 1 Mext>= 2 Go| Page Count SaveToHXLS

The Medical (and Dental) Services section looks like this:

Printer Friendly Version
Medical Services (primary and specialty care): &
Filter By Period: | Al v

Start | o te Primary Code/lX Other Diagnosis e — Servicing Provider Biling Provider llame Billing Provider

Date Description Codes Hame Phone #

AV Ay A

A Y A Y iV iV A ¥
020212011 [|02/02/2014 01120,01203,00150,T1015| HAMILTON, ANHDREW | BIG RIVE R DENTAL CLINIC {509) 555-5678
01/24/2011 [|01/24/2011 3438 - Cerebral palsy NOS  |7689,5181 0425 AD428 MEDICAL AMBULANCE SE RVICE | (509) 555-2222
012412011 [|01/24/2011 |78097 - Altered mental status |3481,79091,51881 0425 AD4ZS MEDICAL AMBULAHCE SERVICE | (206) 535-4444
1271612010 [|01/15/2011 [V440 - Tracheostomy status  |85400,04112,51889 E0445 HOME HURSING SUPPLY (509) 555-3333
0110412011 [|01/04/2011 [V440 - Tracheostomy status  |51889,85400,04112 AT525 HOME HURSING SUPPLY [ 1509) 555-3333

Viewing Page 1 Next=> |2 Go| PageCount | saeTaxis |

Some fields could be empty when viewing the different professional and dental services because the
information did not apply to the service indicated, or the data may not be available. The “Filter By”
(search) and the column sort features described above work the same in this section.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 36



ProviderOne Billing and Resource Guide

The Hospital Care section looks like this and is the last section on the page.

Hospital Care:
Filter By Period: Al v @
Start | popoie |  Primary CodeiDX Other Diagnosis ER/Outpatientinpatient ORG Attending Billing Provider Name Billing Provider
Date AT Description Codes av Description Provider Name v Phone #
[ i ¥ i ¥ ' AY '
04/2412011 [|04/2412011[47874 - Stenosis of larynx| 3481, V440,37775,53081 |Outpatient EAGLECLAW, DAH || CHILDRENS (206) 535-2167
0471172011 0474412011 2:::&;’“"“ & bronch Outpatient KIDD, CISCO MEMORIAL HOSPITAL (509) 5556789
1oszrizoto [1ozrizoto i:‘r‘n?rjgg“" inj NEC- Outpatient KIDD, CISCO MEMORIAL HOSPITAL [ {509) 555-6789
09/20/2040 [|09/20/2010[ 78720 - Dysphagia NOS  [78722 Outpatient EAGLECLAW, DAH || CHILDRENS (206) 535-2167
09/24/2010 [|08/24/2010[47874 - Stenosis of larynx| Outpatient EAGLECLAW, DAN || CHILDRENS (206) 535-2167
|Viewing Page 1 Mext>> |2 Go| PagecCount | saveTaxis | =

When viewing the hospital claims in this section, some fields may be empty because the information
does not apply, or the data is not available. The “Filter By” (search feature) and the column sort
features work the same as described in the previous section.

%;/ Note: If any one of the sections returns the message “No Records Found” e Records Found !
then the client does not have any claims history for that section.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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5. Determine if Medical Assistance Covers the
Service and if so, is Prior Authorization (PA)
Required

Medical Assistance does not cover all medical services and some covered services require Prior
Authorization (PA). The Agency will not pay the claim if the provider fails to obtain a required PA.

This Key Step describes how to identify a procedure code, how to use that procedure code to determine if
Medical Assistance covers the service, and how to determine if the Agency requires PA (as identified in
Medical Assistance’s program-specific billing instructions).

PA is the approval providers must obtain before providing certain healthcare services, equipment, or
supplies to clients. PA is based on medical necessity and is a precondition for provider payment. For
more information on PA, please see WAC 182-501-0165. Expedited Prior Authorization (EPA) WAC

182-531-0200, Exception to Rule (ETR) WAC 182-501-0160, and Limitation Extensions (LE) WAC
182-501-0169 are forms of PA.

Identify the procedure code which describes the service that will be provided to the client.

= The following types of codes are used when billing the Agency:

e American Dental Association (ADA) Current Dental Terminology (CDT) procedure

codes;

e American Medical Assaciation (AMA) Current Procedural Terminology (CPT) procedure
codes;
U.S. Department of Health & Human Services ICD-9-CM diagnosis codes;
Level Il Healthcare Common Procedure Coding System (HCPCS) procedure codes;
National Drug Code (NDC); and
Revenue codes. The National Uniform Billing Committee assigned coding system for
billing inpatient and outpatient hospital services, home health services, and hospice
services.
Procedures performed must match the descriptions and guidelines from the most current CPT, HCPCS,
CDT, and ICD-9-CM manuals for all Medical Assistance-covered services. The Agency publishes
only the short descriptions of procedure codes due to copyright restrictions. Consult the current manual
for full descriptions.

(CPT®© is a trademark of the American Medical Association.)

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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= Look up the procedure code in the appropriate Medical Assistance fee schedule. The fee
schedule will provide providers with information about the procedure code and payment rate. The
Agency updates the fee schedules as the national codes are updated. The following is an example
of a professional fee schedule:

Code Maximum | Maxdmum
tus Allowable | Allowable PA Global |Assist at
Procedure code ator| Code Mod NFS FS Req? Days | Surgery C ts
; 11951 # # 000 N
11954 s not 11952 # # 000 | N Mod=Modifier
covered. 11954 # # 00 | W NFS=Non Facility Setting
; 11960 $503.61 | $503.61 090 N FS=Facility Setting
Procedure code 11570 $33243 | $332.43 090 N PA= Prior Authorization
11970 is covered. | ﬁ;; 3;27;.39 3;15;1.12 EEE E Global Days= Post Op
iod
11976 $81.95 $57.28 000 N Perio
11977 # # 000 N

The Outpatient Prospective Payment System (OPPS) fee schedules for designated hospitals are
formatted differently. To view an OPPS fee schedule, please visit
http://www.hca.wa.gov/medicaid/rbrvs/pages/index.aspx

= Determine if the procedure is covered. If a procedure code is not listed in the fee schedule, it is
noncovered.
Also review the Maximum Allowable Columns:

o If there is a pound sign (#) next to the code, it is noncovered
e |fthere is a dollar amount listed, it is a covered service.

=\

= Note: You can request an “Exception to Rule” authorization for a noncovered service. For
more information, please see WAC 182-501-0160.

= Determine if there is a PA requirement. The fee schedule may indicate that PA is required.

= Complete PA form 13-835. This form must be typed so that the characters can be scanned
correctly. For instructions on completing this form, please see Appendix F.

= [fa provider is mailing/faxing supporting documentation without the original
authorization request form, a cover sheet must be printed. Cover sheets can be located at
http://hrsa.dshs.wa.gov/download/document_submission_cover_sheets.html . For more
information on coversheets, please visit Appendix G.

= Once a provider has submitted the PA request, he or she can check the status using
ProviderOne or the IVR. Please see Appendix F for details.

o Tousethe IVR, a provider will need the NPI, the ProviderOne Client ID, and the
client’s date of birth. The IVR will provide the authorization number as well as
the status information.

e ProviderOne allows inquires for authorization numbers and status using defined
search criteria... See Appendix F for the steps to use the “Provider Authorization
Inquiry” in ProviderOne.
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%/;\
= Note: If Medicare denies a Medical Assistance-covered service that requires Prior
Authorization, the service still requires authorization, but providers may request it after the

service is provided. The Agency waives the “prior” requirement in this circumstance.

Qh,\
<; Note: If the client has commercial insurance coverage, prior authorization (PA) is not
required prior to providing any service requiring PA. However if the commercial insurance denies
payment for the service that required PA, providers must then request authorization and include a
copy of the insurance denial EOB with the request. See the PA chapter for submitting a request.
For some programs PA is required prior to the services being provided regardless who is the
primary payer. Examples of this would be DME supplies and Inpatient hospital stays that require
authorization.

If the primary pays the service then authorization is not required for the secondary claim.

Refer to the program specific Medicaid Provider Guide applicable to the service intended to
be provided.

%

&

= Note: Authorization for services does not guarantee payment. Providers must meet
administrative requirements (e.g., client eligibility, claim timelines, third-party insurance, etc.)
before the Agency pays for services.

Important: When billing the Agency for a “By-Report (BR) CPT or HCPCS code that
requires authorization and the authorization has been approved, a provider must:
o Bill the Agency with the amount requested on the authorization form.
e Do not bill the Agency the allowed amount for the (BR) CPT or HCPCS code.
e Do not include sales tax in the billed amount for the (BR) CPT or HCPCS code.

The fee schedule might indicate “EPA”, Expedited Prior Authorization. The EPA process is designed
to eliminate the need for prior authorization. The intent is to establish authorization criteria and identify
these criteria with specific codes, enabling providers to create an EPA number, when appropriate. Refer
to the program specific Medicaid Provider Guide for the EPA criteria for specific supplies or services.

EPA Guidelines:

= Medical Justification (criteria) - All medical justification must come from the client’s prescribing
physician or physical/occupational/speech therapist. The Agency does not accept information
obtained from the client or from someone on behalf of the client (e.g. family).

= Documentation - The billing provider must keep documentation of the criteria in the client’s file.
Upon request, a provider must provide documentation to the Agency showing how the client’s
condition met the criteria for EPA. Keep documentation on file for six (6) years.

= EPA criteria must be met exactly. If exact criteria outlined in the billing instructions are not met,
the formal PA process must be followed.
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%7 Note: The Agency may recoup any payment made to a provider if the criteria were not
met or the wrong code was used.

Claim Payments

Professional Services

The Agency uses published fee schedules to communicate to providers the allowed amount for a health
care service.

= Use the fee schedule to determine the payment rate for the procedure. If providers want
to know the payment rate for a procedure, see the dollar amount listed in the fee schedule
next to the procedure code.

o Facility setting maximum allowable fee (FS Fee) is paid when the provider performs the
services in a facility setting (e.g., a hospital or ambulatory surgery center) and the cost of
the resources are the responsibility of the facility.

o Non-facility setting maximum allowable fee (NFS Fee) is paid when the provider
performs the service in a non-facility setting (e.g., office or clinic) and typically bears the
cost of facility space and resources, such as labor, medical supplies, and medical
equipment associated with the service performed.

= Access the fee schedules at web page http://www.hca.wa.gov/medicaid/rbrvs/Pages/index.aspx and
click on the letter of the fee schedule to be reviewed. Use the fee schedule that covers the date of
service on the claim.

It is important to note that the Agency does not pay more than the provider billed
amount on a claim regardless of the allowed fee listed in any of the fee schedules.
The Agency recommends providers bill their usual and customary charges on their
claims. Claims that are underpaid will have to be adjusted by the provider to
capture the under billed but allowed amount. (Exceptions are for trauma claims and

services that pay a sales tax.)

Institutional Services

Providers billing on an institutional claim form or 8371 have various payment methods and are
much too detailed to cover in this publication. Please see the appropriate fee schedule or
Medicaid Provider Guide for detailed information about payments.

Inpatient Hospital Services

For payment information on inpatient hospital services, please see the Inpatient Hospital Services
Billing Instructions. The Agency established a new payment policy for Provider Preventable
Conditions (PPCS) which may cover inpatient hospital, outpatient hospital, ASC, and
professional services.
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Provider Preventable Conditions (PPCs)

The Agency has established a new payment policy for services provided to Medicaid
clients, either FFS or enrolled in one of the Agency’s MCO plans that result in Provider
Preventable Conditions. The rule applies to all health care professionals and inpatient
hospitals.

Provider Preventable Conditions is an umbrella term for hospital and nonhospital
acquired conditions that are included in two distinct categories:

1. Health Care-Acquired Condition (HCAC) is a condition occurring in any inpatient
hospital setting (identified as a hospital acquired condition by Medicare).
Examples include a foreign object retained after surgery to certain surgical site
infections, etc. The Medicare list can be found at web site
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/Hospital AcqCond/Hospital-Acquired_Conditions.html and in WAC
182-502-0022.

2. Other Provider Preventable Conditions (OPPCs) is an adverse health event that
could have reasonably been prevented through the application of nationally
recognized evidence based guidelines. Examples include surgery on the wrong
patient or wrong site to medication errors, etc. The complete list of adverse health
events can be found in the Department of Health WAC 246-302-030.

Under the new policy the Agency will deny or recoup payments to health care
professionals and inpatient hospitals for care related only to the treatment of
consequences for HCAC and OPPC conditions.
All hospitals are required to include the present on admission (POA) indicator when
submitting inpatient claims for payment. The POA indicator may prompt a claim review
when billed with an HCAC diagnosis code according to CMS guidelines. Professional
claims will be identified using this claim information.
For professional services performed during an inpatient hospital stay, append one of the
following modifiers to all lines related to the surgical error:

e MX — Wrong surgery on patient

e MY — Surgery on wrong body part

e MZ — Surgery on wrong patient
CMS has created three new HCPCS Level Il modifiers for practioners, ambulatory
surgical centers (ASCs), and hospital outpatient facilities to use to report erroneous
surgeries. Append one of the following HCPCS Level I modifiers to all lines related to
the surgical error:

e PA —Surgery wrong body part

e PB - Surgery wrong patient

e PC —Wrong surgery on patient
PPCs must be reported to the Agency within forty-five calendar days of the confirmed
PPC. Notification must be in writing, addressed to the Agency’s Chief Medical Officer

(CMO) and include the PPC, date of service, client identifier, and the claim number
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(TCN) if a claim is submitted to the Agency. Hospitals and health care professionals
must complete their portion of the HCA 12-200 form and send with the notification.

The complete text and details covering a PPC, Agency payment, reporting a PPC, and a
provider dispute process can be located in WAC 182-502-0022.

m  Using outdated coding books. This can result in the claim being denied.

m  Using a procedure code and diagnosis code that do not correspond with each other. This can
result in the claim being denied.

= Not confirming eligibility on the day of service. PA does not override eligibility.
m  Failing to obtain authorization when required. This will result in the claim being denied.

m  Hand writing the PA request form. If is not typed, it will be returned to the provider because
it cannot be scanned using “Optical Character Recognition.”

= Not having a client ID when trying to request authorization. If the client ID is unknown,
providers can do a client search in ProviderOne.

= Billing claims without the proper PPC modifier or POA indicator could result in a claim
review and possible recoupment of the payment.
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6. Determine if the Client’s Benefit Limitations
Have Been Met

The Agency limits certain covered services with respect to quantity, frequency, or duration. For
example, a routine eye exam is covered for an adult client every two years and some DME supplies and
dental services may have quantity and frequency limits.

Determine the service being provided and then look in the program specific Billing Instructions to see if
there is any quantity, frequency, or duration limits on that service. Providers can then check on service
limits by:
= Using the Client Limit Inquiry feature of ProviderOne or
= Use the secure Contact Medicaid web form at https://fortress.wa.gov/dshs/plcontactus/ or
= | the date of service is within 48 hours, call the Customer Service line at 1-800-562-3022,
provider menu option 4. All other requests must utilize the Contact Medicaid web form.

ProviderOne allows providers to check service limits using claim data stored in ProviderOne. This
system functionality is limited to claims that have been paid by ProviderOne and does not account for
claims that have been received but are still in process or have been denied. There is also the possibility
that services have been incurred but have not been billed yet.

Check for service limits in ProviderOne by:
= Logging into ProviderOne
= Use one of the following profiles
o EXT Provider Super User
o EXT Provider Claims Submitter
o EXT Provider Eligibility Checker
o EXT Provider Eligibility Checker-Claims Submitter
= Select the Client Limit Inquiry hyperlink

rPruvider Portal:

Online Services:

Claims Hide/Max
Claim Inguiry

Claim Adjustment™foid

On-line Claims Entry

On-line Batch Claims Submission (837)

Resubmit DeniedNoided Claim

Retrieve Saved Claims

Manage Templates

Create Claims from Sawved Templates

Manage Batch Claim Submission

Client Hide/Max

Client Limit Inguiry _

Benefit Inquiry
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At the Client Limit Inquiry screen fill in the required fields marked with the asterisk *:

(Client Limit Inquiry:

Client Id: 1 *
Date of Service: 2 = Taxonomy: 3 =
Requested unit{s): 4 =
Procedure Code: 5 = Invoice Type: =T
Primary Diagnosis Code: 6 Modifiers: 10
Provider NPI: 8 = Tooth#: 11
Facility Type: 9 -

Disclaimer: The available unit(s) does not account for services incurred but not yet billed or reported. The notice does not
imply a service authorization or guarantee of payment.
Click this button to see available units

Client Limit Inquiry:
Inquire# | RequestDate | Client Id ‘ Date Of Service | Procedure Code | Modifier Code | Diagnosis Code | Taxonomy Code | Provider NPl | Invoice Type | Tooth# | Facility Type
AV AT A Y AT A Y AT AT AT AT AT AT AT
No Records Found !
1. Client ID number
2. Date of Service (when you are planning a visit/service; future dates accepted)
3. Taxonomy code of the Billing Provider
4. Requested unit (s) (requires at least one or enter the amount to be supplied)
5. Procedure Code
6. Primary Diagnosis Code (if procedure code requires)
7. Invoice Type (claim form type)
= D =Dental
= P =Professional
= | =Institutional
8. Provider NPI (Prepopulated)
. L. Provider NPI: - =
= Some providers such as a Billing Agentora | racility Type: S—
Master Submitter may have a drop down | 1288800535
. . . mer: The availabl 1335655553 (ot a)
option to pick a NP1 used in the search. pent. : 1396662830
to see available 1548887722
166996??%8
9. Facility Type (place of service if procedure code requires) 1861115558

10. Modifiers (if the service has a specific modifier)
11. Tooth Number (if dental service requires a tooth)

Example request with data fill:

Close || Submit

Client Limit Inquiry:

Client Id: 110088835WA =

Date of Service: 10/20/2012 = Taxonomy: 281QF0400X *
Requested unit(s): 1 =
Procedure Code: Coz27s = Invoice Type: D - =
Primary Diagnosis Code: Modifiers:
Provider NPI: 1888444223 * Tooth#:
Facility Type: 11-OFFICE -

Disclaimer: The available unit{s) does not account for services incurred but not yet billed or reported. The notice does not
imply a service authorization or guarantee of payment.
[Click this button to see available units

Get Results

[Client Limit Inquiry:

Inquire# | RequestDate | Clientld | Date Of Service | Procedure Code | Modifier Code | Diagnosis Code | Taxonomy Code | Provider NPl | Invoice Type | Tooth# | Facility Type
AN v A ¥ A ¥ A ¥ A ¥

No Records Found !

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Click on the “Submit” button once the required data fields are filled.

The system clears the data boxes and displays the entries as if a line of code for a claim.

e | it =
Client Limit Inquiry:
Client Id: *
Date of Service: * Taxonomy: *
Requested unit(s): =
Procedure Code: = Invoice Type: - =
Primary Diagnosis Code: Modifiers:
Provider NPI: * Tooth#:
Facility Type: -

Disclaimer: The available unit(s) does not account for services incurred but not yet billed or reported. The notice does not
imply a service authorization or guarantee of payment.
Click this button to see available units

GetResults

Client Limit Inquiry:

Inquire# | RequestDate | Clientid | Date Of Service | Procedure Code | Modifier Code | Diagnosis Code | Taxonomy Code | Provider NPI | Invoice Type | Tooth# | Facility Type | Requested unit(s
AV iy Av¥ av AT AV Ay

Available unit(s)
A Y

222081108001 |09/18/2012 110088 899WA [10/02/2012 D0274 261QF0400X 1989244222 |[D 11 1

| viewing Page 1 [1 | | savetoxs |

The actual limit inquiry is processing in the background so the Available unit(s) box is still empty.
Wait a short time then click on the | GetResults | hytton to see the results of the limit inquiry.

Note: If the Available unit(s) box remains empty click on the Get Results button again as it
may take ProviderOne a few seconds to complete the data base inquiry.

Once the inquiry is complete ProviderOne will display this screen with a value populated in the
Available unit (s) field:

Client Limit Inquiry:
Client Id:

Date of Service: * Taxonomy:
Requested unit(s):

Procedure Code: + Invoice Type: -
Primary Diagnosis Code: Modifiers:
Provider NPI: = Tooth#:
Facility Type: -

Disclaimer: The available unit(s) does not account for services incurred but not yet billed or reported. The notice does not
imply a service authorization or guarantee of payment.
Click this button to see available units
Get Results

Client Limit Inquiry:

Inquire# Request Date Client Id Date Of Service | Procedure Code | Modifier Code | Diagnosis Code | Taxonomy Code | Provider NPI | Invoice Type | Tooth# | Facility Type | Requested unit(s)
iV iv iV

Available unit(s)
iV

AV Av Ay Ay 4 ¥ av AV iy aAv AV
522061108001 |09/18/2012 100887098WA |10/02/2012 DO274 261QF0400X 1942358908 D 11 1 1
|\nawing Page 1 |T | | SaveToXLS ‘

If there are available units, the system will display the number of units available.

Note:

imply a service authorization or guarantee of payment.

Disclaimer: The available unit(s) does not account for services incurred but not yet billed or reported. The notice does not

ProviderOne and the toll free phone line relies on a claim/service being paid in ProviderOne. If the
service has been done by another provider but not billed or paid yet, Medicaid will not be aware of the
service status.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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If the system finds the service has been done within the timeframe of the service limit it will return a
zero value for the “Available unit(s)”.

Client Limit Inquiry:

Client Id:
Date of Service: = Taxonomy:
Requested unit(s):

Procedure Code: = Invoice Type:

Primary Diagnosis Code: Modifiers:
Provider NPI: = Tooth#:
Facility Type: -
Disclaimer: The available unit(s) does not account for services incurred but not yet billed or reported. The notice does not
imply a service authorization or guarantee of payment.
Click this button to see available units
Get Results

Client Limit Inquiry:

Inquire# Request Date Client Id Date Of Service | Procedure Code | Modifier Code | Diagnosis Code | Taxonomy Code | Provider NPI | Invoice Type | Tooth# | Facility Type | Requested unit(s) | Available unit(s)
AV AN AT iV AT AV ir AT iy iV AT

2220681103001 08/18/2012 100887098WA [10/02/2012 D0274 261QF0400X 1942358808 (D 1 1 ]

|wawingPage1 ‘1 | | SaveToXLS |

At that point the provider of service would need to review the program specific Medicaid Provider
Guide of the service to see how to proceed with treatment and if some form of Prior Authorization is an
option.

Hint for Vision Providers: Use one of the exam codes or fitting fee codes as the search criteria not
one of the hardware codes.

Other Reasons ProviderOne may return a “zero”:

e The client is enrolled in a Managed Care Plan, is QMB-Only or covered by Medicare, etc. may
mean that no units are available through Medicaid fee for service.

e Isthe client currently eligible?

e Isthe billing provider taxonomy correct for the procedure code and is the taxonomy used listed
on this provider’s file in ProviderOne?

e Isthe diagnosis code used correct for this procedure (if applicable)?
Is the modifier used correct for this procedure (if applicable)?

FY1: ProviderOne will retain the Client Limit Inquiry data line if additional limit checks for
other codes are done during the same session.

L] Not checking for service limits. By not checking client eligibility for services that have
guantity, frequency, or duration limits and those services are performed, providers risk not
getting paid.

[ The results of the search are separate from checking a client’s eligibility for any service.

It is the provider’s responsibility to verify eligibility for the estimated date of service, in
addition to checking service limits.

L] Make sure the client is not enrolled in a managed care plan that pays for services outside
ProviderOne.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix A Verifying Eligibility Using a Magnetic Card Reader

The option to use a magnetic card reader to access client eligibility information is available using the new
Services Card. Using a magnetic card reader is optional; the Agency will not provide or sell readers. While
swipe card technology gives providers an easy and immediate way to check eligibility, there are other low
or no-cost inquiry methods.

Mini Magnetic Card Readers attach to PC Screen
and UB Connection

» Provider “swipes” Services Card.

= Eligibility information is displayed on the PC screen.

= Providers can print the screen.

Desktop Magnetic Card Readers connect directly

to Internet

» Provider “swipes” Services Card.

= Eligibility information is printed line by line similar to a
cash register tape.

The Health Care Authority — Washington Medicaid does not favor, endorse, or recommend Magnetic
Card Readers over any other inquiry method, and does not favor, endorse, or recommend any Magnetic
Card Reader model or vendor over any other model or vendor. HCA and its employees have neither a
financial interest, nor any other type of interest, in which inquiry method you choose.

To ensure providers would have at least one option for a reader compatible with the Services Card, the vendor
for ProviderOne - Client Network Services, Inc. (CNSI) or a designee - is required to make readers available
for purchase. CNSI has designated MedData to make card readers ranging from $100 to $400 available for
purchase, as well as specifications on card readers that will work with ProviderOne. The Services Card uses a
single track format that is readable by many commercial card readers. However, the software loaded on the
device will need to be reconfigured to submit transactions and your vendor may charge you. Providers are
encouraged to shop for the model and vendor that best meets their needs.

For providers choosing the card reader option, you will need a card reader that is configured appropriately, and
you will be subject to a monthly subscription fee to access the secure network that connects to ProviderOne
eligibility data. MedData is the designated secure network vendor for ProviderOne. If you choose to use the
card reader technology to check eligibility, you will need a monthly subscription only available through
MedData. The fee for this service is $15 a month for each reader, with unlimited transactions.

All inquiries about the card readers, including reader specifications, compatibility questions, and subscribing to
the eligibility service should be directed to MedData. HCA does not provide, endorse or sell card readers.

= MedData website https://www.meddatahealth.com/MedData/ProviderOne
= MedData Email support@meddatahealth.com
= MedData Telephone 1-877-633-3282

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix B: Use Interactive Voice Response (IVR) to Verify Eligibility

Client Eligibility
1-800-562-3022
Enterl1,5,5

What will | hear?

The IVR will play only the information
specific to the client. The types of information
available are:
e Services Card ID number
Program medical coverage (i.e. CNP)
Managed care plan name
Medicare Parts A-D
Private insurance
Hospice
Long term care
Provider restrictions

More details are available for each of the above
such as begin and end dates, as well as contact
names and phone numbers.

After hearing the list, say one of the items
below, or enter the numbers in brackets.

e “Medicaid” [10]
e “Managed Care” [11]
e “Medicare Part A” [12]
e “Medicare Part B” [13]
e “Medicare Part D” [15]
e “Private Insurance” [16]
e “Hospice” [17]
e “Long Term Care” [18]
e ‘“Restrictions” [19]

The ProviderOne VR accepts voice responses
or keypad entries, indicated by brackets [ ].
You can key ahead anytime.

1-800-562-3022

Stay on the line or

“English” [1]
“Spanish” l [2]
Stay on the line or if an extension
“Dial” [#]
“Provider Services” 51
“Client Eligibility” [5]
+
“Pharmacy” [1]
“Medical” [2]

v

Say or Enter NPI
+

Say or Enter Numbers only

!

“DSHS Services Card” [1]
“Social Security” [21
+
Say or Enter
Client’s Date of Birth
.
“Today”™

Say a different date [date]

Services Card Number and
Eligibility Information will play

w

“Say the name of the item to hear

details:

“Medicaid” [10]
“Managed Care” [11]
“Other Private Insurance [16]
“Repeat” [21
“Services Menu” =1

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.

49



ProviderOne Billing and Resource Guide

Appendix C: Medical Assistance Managed Care Plans

Send all claims for services covered under the client’s managed care plan to that plan for payment.
Depending on the program, Medical Assistance Managed Care Plans cover a range of services. Check the
following web site at http://www.hca.wa.gov/medicaid/healthyoptions/pages/index.aspx for information
about covered services in each contract.

Note: These names and addresses are subject to change. Visit the Managed Care web site for information
on Medical Assistance Managed Care organizations:
http://www.hca.wa.gov/medicaid/healthyoptions/pages/index.aspx

Amerigroup

1-800-600-4441
http://www.myamerigroup.com/english/medicaid/wa/pages/washington.aspx
Community Health Plan of Washington Claims
(CHPW)

PO Box 269002

Plano, TX 75026-9002

Customer Service: 1-800-440-1561
http://www.chpw.org

Coordinated Care Corporation

1-877-644-4613
http://www.coordinatedcarehealth.com/

Molina Healthcare of Washington, Inc.

(MHC)

PO Box 22612

Long Beach, CA 90801

Customer Service: 1-800-869-7165

EDI Payer ID = 38336
http://www.molinahealthcare.com

UnitedHealthcare Community Plan
1-877-542-8997
http://www.uhccommunityplan.com/
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Appendix D: Casualty Claims and Health Insurance Claims

Casualty claims routinely investigated for possible third-party coverage are:
= Motor vehicle accidents;
= Accidents occurring in a place of business, public building, in the home or on the property of
another person;
= Litigation involving a malpractice claim;
= Department of Labor and Industries (L&aI) claims; or
= Injury diagnoses and services performed in a hospital or physician’s office.

While a provider’s Medical Assistance casualty claim is pending investigation, the provider must call the
Agency only if the provider has additional insurance information. When the investigation is completed,
the Agency makes payment or gives the provider the name and address of the party responsible for
payment. If the provider receives payment from an insurance company for services that have been paid
by the Agency, the provider must immediately refund to the Agency either the Agency’s payment or the
insurance payment, whichever is less. If the refund is not made within 30 days, the Agency recovers the
lesser payment.

Mail refund checks to:
The Health Care Authority
COB Casualty Unit

PO Box 45561

Olympia, WA 98504-5561

Health Insurance Claims
Third-party liability claims other than those for trauma-related injuries are considered health insurance
claims. These claims are routinely held for Third-Party Resources (TPR) investigation when:
= The Agency’s records indicate insurance benefits are available through a third party; or
= QOther resources are indicated on the claim or attachment (name of insurance company, insurance
pending, etc.).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix E: Benefit Service Packages

Categorically Needy Program (CNP)

This program has the largest scope of care. A few of the services are: doctors, dentists, physical therapy,
eye exams and glasses, mental health, prescriptions, hospitals, and family planning for men, women, and
teens. There is limited coverage for Maternity Case Management, orthodontia, private duty nursing, and
psychological evaluation. Chiropractic care and nutrition therapy are limited to the Healthy Kids
program.

Emergency Related Services Only (ERSO) — PA may be required

This program has coverage for only specific medical conditions: a qualifying emergency, end stage renal
disease on dialysis, cancer actively receiving treatment, or post-transplant status on anti-rejection
medications. Prior authorization for some services may be required. Services not related to the medical
condition are not covered. The Agency determines if the client has a qualifying condition for any of these
programs in accordance with the Washington Administrate Code (WAC) criteria. For specific details
please see 182-507 WAC.

Take Charge — Family Planning Service Only (TCFPO)

This program is for both women and men. It covers family planning services such as: annual
examinations, family planning education and risk reduction counseling, FDA approved contraceptive
methods such as birth control pills, IUDs and emergency contraceptive creams and foams; and
sterilization procedures.

Family Planning Services Only (FPSO)

This program is for women. Services include: coverage for all birth control methods, sterilization, OB-
GYN exams, and counseling to help with family planning.

General Assistance (GA) - no out of state care

This program covers many of the most basic services such as doctor's visits, prescriptions, and
hospitalizations. However, some services, such as dental and mental health treatment may have
restrictions that require prior authorization or may not be covered.
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Alcoholism and Drug Addiction Treatment and Support Act (ADATSA) - No Out of
State Care

This program covers many of the most basic services such as doctor's visits, prescriptions, and

hospitalizations. However, some services, such as dental and mental health treatment may have
restrictions that require prior authorization or may not be covered.

Limited Casualty Program — Medically Needy Program (LCP-MNP)

This program covers many medical services. A few of the services are: doctors, dentists, eye exams and
glasses, mental health, prescriptions, hospitals, and family planning for men, women, and teens. There
are some services that are not covered, such as physical therapy. There are also limited services;

Maternity Case Management is one example. Chiropractic care and nutrition therapy are limited to the
Healthy Kids program.

Qualified Medicare Beneficiary (QMB) — Medicare Only

This program pays for Medicare premiums and pays for deductibles, coinsurance, and copayments
according to Medicaid rules.

Specified Low-Income Medicare Beneficiary (SLMB)

This program only pays for Medicare premiums. Health coverage through Medical Assistance Medicaid
iS not covered.

Qualified Individual 1 (QI-1)

This program only pays for Medicare premiums. Health coverage through Medical Assistance Medicaid
iS not covered.

Qualified Disabled Working Individual (QDWI)

This program only pays for Medicare premiums. Health coverage through Medical Assistance Medicaid
is not covered.
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Detox Program — Limited Care

This program is limited to coverage for services related to detoxification.

Inpatient Psychiatric Care Only (IPCO)

The program covers services given in a psychiatric institution/hospital. Other services are not covered.

For more information, please visit http://www.hca.wa.gov/medicaid/pages/client.aspx

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 54


http://www.hca.wa.gov/medicaid/pages/client.aspx

ProviderOne Billing and Resource Guide

ACES Program Codes

Some provider groups rely on the ACES program codes to help them determine if the client is on a state-only
program or is on a Medicaid program to identify their funding sources. The following table lists these program

codes.
SSI and SSI Related | ACES | DESCRIPTION SCOPE
S01 [ SSI Recipients CNP
:lss:)ir;?ﬁds | related S02 | ABD Categ_orically I\_Ieedy — SSl related . . CNP
Aged/Blind/Disabled QMB Medicare Savings Program (MSP) Medicare premium and QMB
category S03 | Medicare co payments
S04 | QDWI Medicare Savings Program QDWI
Disability is S05 [ SLMB Medicare Savings Program. Medicare Premium only SLMB
determined by SSAor | sps | QI-1 (ESLMB) Medicare Savings Program Ql-1
by NGMA referral to S07 | Undocumented Alien. Emergency Related Service Only ERSO
DDDS LCP-
S95 [ Medically Needy no Spenddown MNP
LCP-
S99 | Medically Needy with Spenddown MNP
SSI Related Non Institutional Medical in ALF CN-P Income under the SIL plus CNP
Living in an alternate GO03 | under state rate x 31 days + 38.84
living facility (non- LCP-
medical institution) G95 | Medically Needy Non Institutional in ALF no spenddown MNP
adult family home, LCP-
boarding home or MNP
DDD group home. G99 [ Medically Needy Non Institutional in ALF with Spenddown
SSI Related Healthcare for Workers with Disability CN-P Premium based CNP
Healthcare for program. Substantial Gainful Activity (SGA) not a factor in
Workers w/disability | S08 | Disability determination.
INSTITUTIONAL 21 | Categorically Needy DDD/HCS Waiver or Hospice on SSI CNP
HCBS Waivers Categorically Needy DDD/HCS Waiver or Hospice gross income CNP
(HCS/DDD) and L22 | under the SIL
Hospice Medically Needy Hospice in Medical Institution. Income over the LCP-
SSI related L95 | SIL-no spenddown MNP
LCP-
L99 | Medically Needy Hospice in Medical Institution with Spenddown MNP
INSTITUTIONAL CNP
SSI
Residing in a medical
institution 30 days or
more L01 | SSI recipient in a Medical Institution
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INSTITUTIONAL L02 | SSI related CN-P in a Medical Institution Income under the SIL CNP
SSI Related Undocumented Alien/Non-Citizen LTC must be pre-approved by ERSO
Residing ina medical | | 04 | ADSA program manager. Emergency Related Service Only
institution 30 days or SSI related Medically Needy no Spenddown LCP-
more L95 | Income over the SIL. Income under the state rate. MNP
SSI related Medically Needy with Spenddown LCP-
Income over the SIL. Income over the state rate but under the private MNP
L99 | rate. Locks into state NF rate
INSTITUTIONAL K01 | Categorically Needy Family in Medical Institution CNP
Family/Children Undocumented Alien Family in Medical institution ERSO
TANF related K03 | Emergency Related Service Only
income/resource rules LCP-
K95 | Family LTC Medically Needy no Spenddown in Medical institution MNP
Family LTC Medically Needy with Spenddown in Medical LCP-
K99 | institution MNP
P02 [ Pregnant 185% FPL & Postpartum Extension CNP
Pregnancy P04 | Undocumented Alien Pregnant Woman CNP
P05 [ Family Planning Service Only FPSO
P06 | Take Charge family Planning only FPSO
LCP-
P99 [ Medically Needy Pregnant Women & Postpartum Extension MNP
Refugee MA RO1 | Refugee cash and Medical CNP
R02 | Transitional 4 Month Extension CNP
R03 | Refugee Categorically Needy CNP
DCFS/JRA Medical D01 | SSI Recipient FC/AS/JRA Categorically Needy CNP
Foster Care D02 | FC/AS/JRA Categorically Needy CNP
Family Related MA | F01 | TANF cash and Medicaid CNP
F02 | Transitional Medicaid CNP
FO03 | Post TANF Child/Spousal Support (4 months max only) CNP
F04 | TANF Related CNP
FO5 | Newborn CNP
Categorically Needy Medical Children (Effective 1/1/09 this may be CNP
F06 | CN Medicaid children or CN State funded children)
CNP S-
FO07 [ Children’s Health Insurance Program (Not Medicaid) CHIP
Undocumented Alien ERSO
F09 | Emergency Related Service Only
F10 | Interim Categorically Needy (2 months max only) CNP
LCP-
F99 | Medically Needy no Spenddown MNP
ADATSA —State STATE
Program Drug & FUNDED
Alcohol TX program W01 | ADATSA Medical-State Funded
ADATSA W02 | ADATSA Medical Care-State Funded FSJQSED
ADATSA W03 | Detox Medical-State Funded FSJI\'?I-DI-IIEED
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Disability Lifeline State funded cash plus either: STATE
Cash Assistance with DL-U Unemployable State Funded Medical and Cash FUNDED
either state funded or G01

federally funded

medical State funded cash plus either: CNP
DL-X Presumptive SSI Federally Funded CN-P Medicaid
DL-A Federally Funded CN-P -AGED

G02 | DL-D Federally Funded CN-P- NGMA disability determination

Mental Health CNP

Institutional 101 | Inpatient Psychiatric (Mental Health)

Breast and Cervical CNP

Cancer program S30 | Breast and Cervical Cancer (Health Department approval)

Take Charge P06 | Take Charge Family Planning TCFPO
Psychiatric Indigent Inpatient with spenddown(MI prior to 7/03) STATE

Psychiatric inpatient | M99 | Mental Health ONLY.

CNP = Categorically Needy Program; MNP = Medically Needy Program; ERSO = Emergency Related Services Only

For a high level scope of care table for services covered by these programs go to the table at
http://www.hca.wa.gov/medicaid/billing/pages/scopeofhealthcaresvcstable.aspx .

Providers can also find a version of this table in publication HCA 22-315 and can order copies by visiting the
publications web site http://www.hca.wa.gov/medicaid/publications/Pages/default.aspx

Detailed information for clients with the Alien Emergency Medical (AEM) coverage can be found at web page
http://www.hca.wa.gov/medicaid/aem/Pages/index.aspx
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Appendix F: General Information for Authorization

Washington State
Health Care f'/\m

General Information for Authorization

org | 1. Service Type 2.

Client Information
Name 3. Client 1D 4.
Living Arrangements 5. Reference Auth # 5.
Provider Information
Requesting NPI # 7. Requesting Fax # 8
Billing NP1 # 9. Name 10.
Referring NP1 # 11. Referring Fax # 12,
Service Start 13. 14.
Date:
Service Request Information
Description of service being reguested:
15. 16. 17.
18. Serial / NEA# 19.
20. Code 21. National 22. Mod 23. # Units/Days 245 Amount 25. Part # 26. Tooth
Qualifier Code Requested Requested {DME Only) or Quad #

Medical Infoermation
Diagnosis Code 27, Diagnosis name 28,
Place of service 29.

30. Comments:

http://hrsa.dshs . wa.gov/mptorms.shtiml

Please Fax this form and any supporting documents to 1-866-668-1214.

The material in this facsimile transmission is intended only for the use of the individual to who it is addressed and may contain information that is
confidential, privileged, and exempt from disclosure under applicable law. HIPAA Compliance: Unless otherwise authorized in writing by the patient,
protected health information will only be used to provide treatment, to see insurance payment, or to perform other specific health care operations.

HCA 13-835 (8/2011)

Form 13-835 can be located at http://www.hca.wa.gov/medicaid/forms/Pages/index.aspx

Authorization for services does not guarantee payment. Providers must meet administrative requirements
(client eligibility, claim timeliness, third-party insurance, etc.) before the Agency pays for services.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 58


http://www.hca.wa.gov/medicaid/forms/Pages/index.aspx

ProviderOne Billing and Resource Guide

Appendix F: Instructions to fill out the Authorization Request Form

Field Name

Action

ALL FIELDS MUST BE TYPED

Org (Required)

Enter the Number that Matches the Program/Unit for the Request

Enter the Number that Matches the Program/Unit for the Request

501 - Dental

502 - Durable Medical Equipment (DME)

504 - Home Health

505 - Hospice
506 - Inpatient Hospital
1 508 - Medical

509 - Medical Nutrition

511 - Outpt Proc/Diag

513 - Physical Medicine & Rehabilitation (PM & R)

514 - Aging and Disability Services Administration (ADSA)

518 -LTAC

519 — Respiratory

521 — Maternity Support

Service Type (Required) Enter the letter(s) in all CAPS that represent the service type you are

requesting.

If you selected “501 — Dental” for field #1, please select one of the

following codes for this field:
ASC for ASC OUTP for Out-Patient
CWN for Crowns PSM  for Perio-
DEN for Dentures Scaling/Maintenance
DP  for Denture/Partial PTL  for Partial
ERSO for ERSO-PA RBS  for Rebases
IP for In-Patient RLNS for Relines
ODC for Orthodontic MISC  for Miscellaneous

2

If you selected “502 — Durable Medical Equipment (DME)” for field #1,
please select one of the following codes for this field:

AA for Ambulatory Aids

BB for Bath Bench

BEM for Bath Equipment (misc.)
BGS for Bone Growth Stimulator
BP  for Breast Pump

C  for Commode

CG for Compression Garments
CSC for Commode/Shower Chair

DTS for Diabetic Testing Supplies

(See Pharmacy Billing Instructions
for POS Billing)

OS  for Orthopedic Shoes
OTC for Orthotics

OoP for Ostomy Products
ODME for Other DME

OTRR for Other Repairs

PL for Patient Lifts

PWH for Power Wheelchair -
Home

PWNF for Power Wheelchair — |
PWR for Power Wheelchair
Repair
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Field Name

Action

ERSO for ERSO-PA
FSFS for Floor Sitter/Feeder Seat

HB  for Hospital Beds
HC  for Hospital Cribs
IS for Incontinent Supplies

MWH for Manual Wheelchair -
Home

MWNF for Manual Wheelchair —
NF

MWR for Manual Wheelchair
Repair

PRS for Prone Standers

PROS for Prosthetics

RE  for Room Equipment

SC for Shower Chairs

SBS for Specialty “Beds/Surfac
SGD for Speech Generating
Devices

SF  for Standing Frames
STND for Standers

TU for TENS Units

US for Urinary Supplies
WDCS for VAC/Wound - decubit
supplies

MISC for Miscellaneous

19%

If you selected “504 — Home Health” for field #1, please select one of the

following codes for this field:
ERSO for ERSO-PA
HH  for Home Health

MISC for Miscellaneous
T for Therapies (PT/OT /ST)

If you selected “505 — Hospice” for field #1, please select one of the

following codes for this field:
ERSO for ERSO-PA
HSPC for Hospice

MISC for Miscellaneous

If you selected “506 — Inpatient Hospital” for field #1, please select one of

the following codes for this field:

BS for Bariatric Surgery
ERSO for ERSO-PA

OOS for Out of State

O for Other

PAS for PAS

RM for Readmission
S for Surgery

TNP for Transplants
VNSS for Vagus Nerve
Stimulator

MISC for Miscellaneous

If you selected “508 — Medical” for field #1, please select one of the

following codes for this field:

BSS2 for Bariatric Surgery
Stage 2

BTX for Botox

CIERP for Cochlear Implant
Exterior Replacement Parts
CR  for Cardiac Rehab

NP for Neuro-Psych

OQOS for Out of State

PSY for Psychotherapy

SYN for Synagis

T for Therapies (PT/OT/ST)

TX  for Transportation
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Field | Name Action
ERSO for ERSO-PA \Y for Vision
HEA for Hearing Aids VST for Vest
| for Infusion / Parental Therapy VT for Vision Therapy
MC for Medications MISC for Miscellaneous

If you selected “509 — Medical Nutrition” for field #1, please select one of
the following codes for this field

EN  for Enteral Nutrition

MN  for Medical Nutrition

MISC for Miscellaneous

If you selected “511 — Outpt Proc/Diag” for field #1, please select one of
the following codes for this field:

CCTA for Coronary CT OOS for Out of State
Angiogram OTRS for Other Surgery
Cl for Cochlear Implants PSCN for PET Scan
ERSO for ERSO-PA O for Other

GCK for Gamma/Cyber S for Surgery

Knife SCAN for Radiology

GT for Genetic Testing MISC for Miscellaneous
HO for Hyperbaric Oxygen
MRI for MRI

If you selected “513 — Physical Medicine & Rehabilitation (PM & R)” for
field #1, please select one of the following codes for this field:

ERSO for ERSO-PA

PMR forPMand R

MISC for Miscellaneous

If you selected “514 — Aging and Disability Services Administration
(ADSA)” for field #1, please select one of the following codes for this field:

PDN for Private Duty Nursing
MISC for Miscellaneous

If you selected “518 — LTAC” for field #1, please select one of the
following codes for this field:

ERSO for ERSO-PA
LTAC for LTAC
0] for Other

If you selected “519 — Respiratory” for field #1, please select one of the
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Field | Name Action
following codes for this field:
CPAP for CPAP/BIPAP OXY for Oxygen
ERSO for ERSO-PA SUP  for Supplies
NEB for Nebulizer VENT for Vent
OXM for Oximeter O for Other
3 Name (Required) Enter the last name, first name, and middle initial of the client you are
requesting authorization for.
Client ID (Required) Enter the client ID = 9 numbers followed by WA.
For Prior Authorization (PA) requests when the client 1D is unknown (e.g.
client eligibility pending):
= Contact the Agency at 1-800-562-3022 and the appropriate
4 extension of the Authorization Unit (See contact section for further
instructions).
= Areference PA will be built with a placeholder client ID.
= If the PA is approved — once the client ID is known — contact the
Agency either by fax or phone with the Client ID.
= The PA will be updated and you will be able to bill the services
approved.
5 Living Arrangements Indicate where your patient resides such as, home, group home, assisted
living, skilled nursing facility, etc.
6 Reference Auth .# If requesting a change or extension to an existing authorization, please
indicate the number in this field.
7 Requesting NP1 # (Required) | The 10 digit numeric number that has been assigned to the requesting
provider by CMS.
8 Requesting Fax# The fax number of the requesting provider.
9 Billing NPI# (Required) The 10 digit numeric number that has been assigned to the billing provider
by CMS.
10 Name The name of the billing/servicing provider.
1 Referring NP1 # The 10 digit numeric number that has been assigned to the referring
provider by CMS.
12 Referring Fax # The fax number of the referring provider.
13 Service Start Date The date the service is planned to be started if known.
15 Description of service being A short description of the service you are requesting (examples, manual
requested (Required) wheelchair, eyeglasses, hearing aid).
18 Serial/NEA# (Required for Enter the serial number of the equipment you are requesting repairs or
all DME repairs) modifications to or the NEA# to access the x-rays for this request.
Code Qualifier (Required) Enter the letter corresponding to the code from below:
T - CDT Proc Code
C - CPT Proc Code
D- DRG
20 P - HCPCS Proc Code
I - ICD-9/10 Proc Code
R - Rev Code
N - NDC-National Drug Code
S - ICD-9/10 Diagnosis Code
21 National Code (Required) Enter each service code of the item for which you are requesting

authorization that correlates to the Code Qualifier entered.
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Field

| Name

| Action

22

Modifier

When appropriate enter a modifier.

23

# Units/Days Requested
(Required)

Enter the number of units or days being requested for items that have a set
allowable. (Refer to the program specific Billing Instructions for the
appropriate unit/day designation for the service code entered).

24

$ Amount Requested
(Required)

Enter the dollar amount being requested for those service codes that do not
have a set allowable. (Refer to the program specific Billing Instructions and
fee schedules for assistance) Must be entered in dollars and cents with a
decimal (e.g. $400 should be entered as 400.00.

25

Part # (DME only) (Required
for all “By Report” codes
requested)

Enter the manufacturer part # of the item requested.

26

Tooth or Quad # (Required
for dental requests)

Enter the tooth or quad number as listed below:
QUAD

00 — full mouth

01 — upper arch

02 — lower arch

10 — upper right quadrant

20 — upper left quadrant

30 — lower left quadrant

40 — lower right quadrant

Tooth # 1-32, A-T, AS-TS, and 51-82

27

Diagnosis Code

Enter appropriate diagnosis code for condition.

28

Diagnosis name

Short description of the diagnosis.

29

Place of Service

Enter the appropriate two digit place of service code. CMS maintains the
POS code set. To see the code set and definitions go to:
http://www.cms.gov/Medicare/Coding/place-of-service-

codes/Place_of Service Code Set.html

Place of Service | Place of Service Name
Code(s)
01 Pharmacy

03 School

04 Homeless Shelter

05 Indian Health Service Free-standing Facility
06 Indian Health Service Provider-based
Facility

07 Tribal 638 Free-standing Facility

08 Tribal 638 Provider-based Facility
09 Prison-Correctional Facility

11 Office

12 Home

13 Assisted Living Facility

14 Group Home

15 Mobile Unit

16 Temporary Lodging

17 Walk-in Retail Health Clinic
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Field | Name | Action

20 Urgent Care Facility

21 Inpatient Hospital

22 Outpatient Hospital

23 Emergency Room — Hospital

24 Ambulatory Surgical Center

25 Birthing Center

26 Military Treatment Facility

31 Skilled Nursing Facility

32 Nursing Facility

33 Custodial Care Facility

34 Hospice

41 Ambulance - Land

42 Ambulance — Air or Water

49 Independent Clinic

50 Federally Qualified Health Center (FQHC)

51 Inpatient Psychiatric Facility

52 Psychiatric Facility-Partial Hospitalization

53 Community Mental Health Center

54 Intermediate Care Facility (ICF/MR)

55 Residential Substance Abuse Treatment
Facility

56 Psychiatric Residential Treatment Center

57 Non-residential Substance Abuse Treatment
Facility

60 Mass Immunization Center

61 Comprehensive Inpatient Rehabilitation
Facility

62 Comprehensive Outpatient Rehabilitation
Facility

65 End-Stage Renal Disease Treatment Facility

71 Public Health Clinic

72 Rural Health Clinic (RHC)

81 Independent Laboratory

99 Other Place of Service

30 Comments Enter any free form information you consider necessary.

A confirmation fax will be sent to the provider if the fax number can be identified by caller ID. The
receiving fax must recognize the number that the fax has been sent from.
Please do not use a cover sheet when faxing an authorization request. The Authorization Request Form

must be the first page of the fax.

If faxing multiple requests, they must be faxed one at a time.
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Appendix F: Use IVR to Check Status of an Authorization

1-800-562-3022
Enter 1,5, 2

What will | hear?

The IVR will play the information only to the
provider(s) identified on the authorization.

Search by the client’s Services Card number and
date of birth or by the authorization number.

If multiple authorization numbers are found,
narrow the search with an NDC or Service Code,
as well as an expected date of service.

The types of information available are:

= Authorization Number
= Status date
] Status, such as

. Approved

= In Review

= Denied

] Referred

. Pending

= Cancelled

* Do not say the “WA” part of the Services
Card.

= Say the numbers only for the Services Code,
skip the letters.

» Use your phone’s “mute” option and key
choices for the fastest navigation.

The ProviderOne IVR accepts voice responses
or keypad entries, indicated by brackets [ ].
You can key ahead anytime.

Below is an overview of the prompts, see next
page for detailed step-by-step instructions.

1-800-562-3022

Stay on the line or
“English” [1]
“Spanish” [2]

4
Stay on the line or if an extension
“Dial” [#]
“Provider Services” 5]
“Authorization” [21

v
Authentication if first inquiry

“Pharmacy” [1]
“Medical” (or Dental) [2]
v

Say or Enter NPI

“Pharmacy” l [1]1

“aAll Other” [2]
v

“Get Status” [2]

“Authorization” l [1]1

“Services Card” [2]

If [2] Service Card Numbers Only

— » Date of Birth
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Appendix F: Use ProviderOne to Check Status of an Authorization

Select “Provider Authorization Inquiry” from the provider home page.

Enter the search criteria from one of the three inquiry options and click on the submit button.
Close

PA Inquire:

ITo submit a Prior Authorization Inquiry, complete one of the following criteria sets and dlick "Submit’.

= Prior Authorization Number; or
+ Provider NPI AND Client ID; or -
+ Provider NPIL, Client Last Name, Client First Name, AND Client Date of Birth

For additional information, please contact our Customer Service Center (WA State DSHS Provider Relations) (800) 562-3022
Prior Authorization Number:
Provider NPI:
Client 1D:
Client Last Name:
Client First Name:

Client Date of Birth:

The system will return your authorization

status.
Close |
PA Utilization:
e 2
Service: Partial Organization: PA - DENTAL
Request Date: 5/9/2010 Last Updated Date: 6/14/2010
Service Start Date: 6/14/2010 Service End Date: 6/14/2011
Requestor [D: 45753951327 Requestor Name:
i [osmamoe | aszaoony  fosans fiteer | o1 Josnazoro Josinazorcls 1 |o | o |o — )
Viewing Page 1 |1 | sewtaas | P
The following Authorization statuses may be returned:
Requested This means the authorization has been requested and received.
In Review This means the authorization is currently being reviewed.
Cancelled This means the authorization request has been cancelled.
Pended This means we have requested additional information in order to make a decision
on the request.
Referred This means the request has been forwarded to a second level reviewer.
Approved/Hold This means the request has been approved, but additional information is
necessary before the authorization will be released for billing.
Approved/Denied This means the request has been partially approved and some services have been
denied.
Rejected This means the request was returned to the provider as incomplete.
Approved This means the Agency has approved the provider’s request.
Denied This means the Agency has denied the provider’s request.
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Appendix G: Cover Sheets

Cover sheets are used when submitting back-up documentation to a claim, back-up documentation to an
authorization, or sending information to Provider Enrollment. Cover sheets help the Agency quickly
match back-up documents to claims that have been submitted via Direct Data Entry (DDE) or by batch
submission. These cover sheets are necessary when mailing in back-up documentation without the
original claim form or prior authorization form.

The forms are easy to use. While performing tasks in Provider One, the system will sometimes prompt
the user to print a cover sheet. For example, when clicking the “submit claim” button while entering a
DDE claim, the system will display a pop up box asking if back-up documentation is being sent. By
clicking on the “OK” button, ProviderOne will go directly to the Document Submission Cover Sheet
page. There are also additional cover sheets to use when sending documentation to the Agency. To get to
the document coversheet web page go to
http://hrsa.dshs.wa.gov/download/document_submission_cover_sheets.html and click on the document
hyperlink for the cover sheet to be used. Below is a list of forms to use (forms that apply to pharmacies
only are not listed).

Cover Sheet Name When would it be used?
Provider Information Providers are routinely asked to provide the Agency with new or updated
Update Request information such as copies of licenses, etc. This coversheet is used in those

instances when an already established provider is sending new or updated
information that needs to be attached to the provider record.

Provider EFT Form This is used when the provider is submitting the Electronic Funds Transfer
Form (EFT).

ADA Dental This is used when a paper ADA dental claim has been previously submitted

Attachments and the supporting documentation was omitted. The TCN from the claim is

required to use this form.

UB Attachments This is used when an institutional claim (UB04) has been previously
submitted and the supporting documentation was omitted. The TCN from the
claim is required to use this form.

CMS 1500 Attachments | This is used when a paper professional claim (CMS 1500) has been
previously submitted and the supporting documentation was omitted. The
TCN from the claim is required to use this form.

ECB Attachments The Electronic Claims Backup (ECB) coversheet is used when a claim is
submitted batch or DDE through the ProviderOne portal. If submitting batch,
attaching electronic supporting documentation is not possible at this time. If
submitting claims through DDE, electronic supporting documents may be
attached using the browser. If documentation is submitted in that fashion,
paper is not needed.
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Cover Sheet Name

When would it be used?

PA Pend Forms

This form is used when submitting the supporting documentation for the
Prior Authorization (PA) request that has been pended for additional
information. The authorization number must be known in order to use this
cover sheet.

CPA 08-048

This coversheet is used when submitting a signed Core Provider Agreement
(CPA) to the Agency.

Provider Enrollment
Supporting Docs

This coversheet is used when submitting a Provider Enrollment application
or any documents that support that enrollment application.

After choosing the appropriate form, the provider will need to fill in some pertinent information (such as
Claim Number (TCN), Client ID, PA ID, Rx Auth #, etc.). Once the required information is filled in, hit
“enter” and a barcode will be generated. Then print the completed form by clicking on the PRINT button
(NOT: File/Print). Do not make any modifications to these forms other than filling out the required
information and generating the barcodes. The barcode contains critical information that helps the Agency
link the supporting documents to the originals in ProviderOne. After printing the completed form, attach
it to the supporting documentation, and submit either via fax (1-866-668-1214) or mail (Electronic Claim
Backup Documentation [ECB], PO Box 45535, Olympia, WA 98504-5535).

A few tips about the cover sheets:

e Submit a separate cover sheet for each claim number (TCN) or client authorization for which
submitting back-up documentation.

e If faxing multiple documents, each cover sheet and documentation set must be faxed separately.
If mailing, however, multiple sets of documentation can be mailed in a single envelope.

e Save the link to the cover sheets as a “Favorite,” but always get them real-time from the Web site
to make sure to have the most current version. Do not save these to a desktop and re-use them.
The barcodes generated are specific to a specific claim.

¢ Do not use a cover sheet when submitting an original claim or prior authorization form.

Note: When filling out the cover sheet be sure to fill in all fields with information.
Do not add a zero to any field if the information for that field is not available when
filling out the cover sheet. Obtain the information then fill in the fields and print.

Do not save the cover sheet for reuse as each cover sheet is specific to the document
being sent to the Agency. Please do not use any software other than ADOBE for
opening and generating the coversheet. The barcode used to link documents will not
work properly using other software.
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Appendix H: Medical Eligibility Verification (MEV) Services

MEYV services provide access to on-line client eligibility data and can be purchased through approved
Medical Assistance vendors.

MEYV services provide necessary client eligibility information for billing purposes. When a provider
enters their NP1 number; access code; date of service; and the client's name, birth date, and/or
ProviderOne client ID number, the provider will receive eligibility status, availability of other insurance,
managed care plan enrollment status, Medicare enrollment, and other scope-of-care and program
restriction information.

The current MEV vendor is:

TransUnion Healthcare

2100 Rexford Road

Suite 225

Charlotte, North Carolina 28211
http://www.transunion.com/corporate/business/healthcare/healthcare landing.page

Michael Tidd

Team Lead, Operations Support
Office: 704-970-1428
mtidd@transunion.com
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Submit Fee-for-Service Claims
to Medical Assistance

Receive Timely and Accurate Payments for
Covered Services

This Chapter shows how to:

= Submit claims using any of the following methods:
= Direct data entry into ProviderOne.
= Process online batch submissions (837).
= Paper.
= Submit Electronic and paper Back up Documentation on Individual Claims.
= Resolve Errors during a Claim Submission.
= Submit Commercial Insurance secondary claim.
= Savingaclaim.
= Submit Medicare Crossover Claims.
= Check on the Progress of a claim.
= Submit claim Adjustments.
= Resubmit a Denied Claim.
» Void a Paid Claim.
= Creating a template claim.
= Submitting a template claim or a batch of template claims.

Why is Correctly Billing Medical Assistance Important?

This chapter is designed to help providers submit claims correctly to reduce the need to resubmit
claims. All the instruction up to this point will increase success in billing Medical Assistance and
getting reimbursed in a timely manner.

When providers determine that the client is eligible for Medical Assistance, the service is covered,
Medical Assistance is the primary payer, and any authorization requirements have been fulfilled (if
required), providers may bill Medical Assistance after the service is rendered.

A contract, known as the Core Provider Agreement, governs the relationship between the Agency and
Medical Assistance providers. The Core Provider Agreement’s terms and conditions incorporate
federal laws, rules and regulations, state law, the Agency rules and regulations, and the Agency

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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program policies, numbered memoranda, and billing instructions, including this Guide. Providers must
submit a claim in accordance with the Agency rules, policies, numbered memoranda, and billing
instructions in effect at the time they provided the service.

The Agency does not assume responsibility for informing providers of national coding
rules. Claims billed in conflict with national coding rules will be denied by the Agency.
Please consult the appropriate coding resources.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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The Key Steps

1. Determine Claim Submission Method

2. Determine if Claim Needs Backup

3. Submit New Claims and Backup via:

a.
b.

C.
d.
e.

© N o o »

Direct Data Entry into ProviderOne
Direct Data Entry a Commercial
Insurance Secondary Professional Claim
Saving a Direct Data Entry Claim

Online Batch Claims Submission

Paper

Submit Medicare Cross-Over Claims
Inquire about the Status of a Claim

Adjust, Resubmit, or Void a Claim
Creating a Template Claim

Submitting a Template Claim or a Batch of

Template Claims
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1. Determine Claim Submission Method

The Agency wants providers to receive timely payments. Providers usually base their claim
submission method decision in part on the volume of claims billed and the level of technology they
have available.

We encourage providers to submit claims electronically. Electronic claims typically process much
faster than paper claims. Information on the claim will remain the same regardless of the billing
method used.

Select one of the methods below:
= Direct Data Entry of individual claims into ProviderOne — ProviderOne enables providers to
submit new claims, check claim status, submit adjustment claims, revive denied claims, and attach
electronic backup documentation to claims. Updates to ProviderOne claim options enable
providers to create and save template claims, create a claim from the template and also create
batches of claims using saved templates.
= Electronic Batch Claim — Self Submission. Electronic claims are submitted to the Agency
directly by the provider. Providers use a companion guide’ to keep their software up to date.
Electronic Batch submitters are required to pass testing with the Agency and have a Trading
Partner Agreement (TPA)?.
= Electronic Batch Claim Submission — Billing Agent or Clearinghouse. Electronic claims are
submitted to the Agency through a Billing Agent or Clearinghouse. These companies use a
companion guide to keep their software up to date. Electronic Batch submitters are required to
pass testing with the Agency and have a Trading Partner Agreement (TPA).
= Paper Claim Submission
e Institutional (i.e. hospitals, nursing homes, hospice, home health, kidney centers) claims
are submitted on a UB-04 claim form.
e Professional (e.g. physician) claims are submitted on a CMS-1500 claim form (version
08/05)
e Dental claims are submitted on a 2006 ADA form.
e Medicare Crossover (e.g. Professional or Institutional) claims are submitted on a UB-04 or
CMS-1500 claim form (the same form used to bill Medicare).

m  Submitting paper claims. Electronic claims process much faster than paper claims.

! ProviderOne companion guides are located at http://www.hca.wa.gov/medicaid/hipaa/pages/index.aspx
% Trading Partner Agreements are located at http://www.hca.wa.gov/medicaid/hipaa/pages/index.aspx
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2. Determine if Claim Needs Backup

Claims billed to the Agency may need backup documents if the client has:
= Commercial Private Insurance
= Medicare
=  Medicare Advantage Plan

You must attach backup documentation to a paper or electronic claim when a specific type of service
requires additional information. Examples of these back up documents include:

= Invoices for Acquisition Costs (AC)

= By Report (BR) services

= Operative Reports or other documents, if required or requested by the Agency

Explanations of Benefits (EOB) may be needed if there is a primary payer.

= [fa provider is submitting an EOB with a claim, the information on the claim must match the line
information billed to the primary payer as reflected on the EOB.

Documentation is needed for some services.

= Acquisition Cost (AC) and By Report (BR) services are listed in the fee schedules. Review Fee
Schedules at http://www.hca.wa.gov/medicaid/rbrvs/pages/index.aspx .

Lagal —F 17120 $1.03 Hia | I
- J7130 $1.18 Hi& . .
Some codes listed T ac A Example: Posted in the Injectable Fee Schedule, J7192 has
in the fee schedule 17139 AC N/A the “A.C.” indicator in the reimbursement field. Refer to
are denoted with an e A0 e your billing instructions to verify if an invoice will be
“A.C.” or “B.R.”. T3 ic required as back-up.
B | 17193 - N7
497 I7104 AC /A
498 I7195 AC MiA

€l

W« » »]janDSinjectfs122707correct /

» Drugs with an AC indicator in the fee schedule with billed charges of $1,100.00 or
greater, or Supplies with billed charges of $50.00 or greater, require a manufacturer’s
invoice in order to be paid. Attach a copy of the invoice to the claim and note the
guantity given to the client in the Comments section of the claim form. It is not necessary
to attach an invoice to the claim for procedure codes with an AC indicator in the fee

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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schedule for drugs with billed charges under $1,100.00, or supplies with billed charges
under $50.00, unless requested by the Agency. Bill only one unit of service on the claim.
See page 4 of the Physician-Related Services Billing Instructions for additional
information.

= Services with a BR indicator in the fee schedule with billed charges of $1,100.00 or
greater require a detailed report in order to be paid. The report describes the nature,
extent, time, effort, and/or equipment necessary to deliver the service and must be
attached to the claim. It is not necessary to attach a report to the claim for services with a
BR indicator in the fee schedule with billed charges under $1,100.00 unless requested by
the Agency. See page 4 of the Physician-Related Services Billing Instructions for
additional information.

»= The Agency may deny a claim and request an Operative Report to justify medical
necessity for services.

m  Failing to include required back up information with the claim. This will result in claim denial.
= Billing services that were not billed to the primary payer. This will cause the claim to be denied.

m  Failing to check eligibility to determine if another payer exists.
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3. Submit New Claims and Backup via:
a. Direct Data Entry into ProviderOne
b. Direct Data Entry a Commercial
Insurance Secondary Professional Claim
c. Saving a Direct Data Entry Claim
d. Online Batch Claims Submission
e. Paper

= The Agency offers multiple free methods to submit claims for payment for services supplied to our
clients. The Agency encourages providers to bill by some type of electronic method to optimize
payment receipts and to improve resubmission turnaround time in case a claim is denied for a
billing error. This section will cover the billing methods available in detail.

= [tis important to submit claims within the timelines allowed to ensure payment.

Initial Claims [WAC 182-502-0150 (3)(4)]

Providers must submit their claims to Medical Assistance and have a transaction control
number (TCN) assigned by ProviderOne within 365 days from any of the following:

F
HRasbe

— The date the service was furnish to the eligible client;
The date a final fair hearing decision is entered that impacts the particular claim;
The date a court orders the Agency to cover the services; or

The date the Agency certifies a client eligible under delayed certification criteria.

The Agency may grant exceptions to the 365-day time limit for initial claims when billing
delays are caused by either of the following:

= The Agency certification of a client for a retroactive period; or
= Providers prove to the Agency that there are extenuating circumstances.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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%/\ Note: The Agency follows the National Correct Coding Initiative (NCCI) policy. The Centers
for Medicare and Medicaid Services (CMS) created this policy to promote national correct coding
methods. NCCI assists the Agency to control improper coding that may lead to inappropriate payment.
The Agency bases coding policies on:

= The American Medical Association’s (AMA) Current Procedural Terminology (CPT®)

manual

= National and local policies and edits

= Coding guidelines developed by national professional societies

= The analysis and review of standard medical and surgical practices

= Review of current coding practices

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 77


http://www.cms.hhs.gov/
http://www.cms.hhs.gov/

ProviderOne Billing and Resource Guide

3a. Direct Data Entry (DDE) Into ProviderOne

= Log into ProviderOne and choose the EXT Provider Claims Submitter or EXT Provider Super
User profile.

It is extremely important before preceding any farther into the claim submission process to TURN
OFF the POP UP BLOCKER on the web browser. ProviderOne utilizes pop-up windows
during the claim submission process and submitters will not see those if the pop up blocker is

= From the ProviderOne home page (Provider Portal), click on the “On Line Claims Entry” hyperlink.

rF'rmfider Portal:

Online Services:

Claims Hide/Max
Claim Inquiry

Claim AdjustmentVoid

On-line Claims Entry

On-line Batch Claims Submission (837)

Resubmit DeniedMoided Claim

Retrieve Saved Claims

Manage Templates

Create Claims from Saved Templates

Manage Batch Claim Submission

To create a new claim, click on the appropriate claim type hyperlink.

Choose an Option. If you submit your claims on a UB-04
form click on Submit Institutional Claim.

Submit Professional Submit Frofessional | If you submit your claims on an ADA
form, click on Submit Dental Claim. If

Submit Institutional Submit Institutional | You submit your claims on a CMS-1500

form, click on Submit Professional
Claim. For this example we will use
Submit Professional Claim.

Submit Dental Submit Dental

Complete the required data fields and add any optional information needed to process the claim. If a provider
has questions regarding billing policies, please refer to the appropriate billing instructions for the claim type.
For convenience, there is a link to the billing instructions at the top of the DDE claim page.

Submitting a Professional Claim

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Enter the billing provider’s NPl number and taxonomy code. (See Memo 10-22) Depending on how the next
two questions are answered, additional NPI numbers and taxonomy codes may have to be entered for those
providers. For more information on taxonomy codes, please see Appendix L.

PROVIDER INFORMATION
Go to Other Claim Info to enter information for Referring, Purchasing, Supervising and other providers.
BILLING PROVIDER

* Provider NPI: * Taxonomy Code:
e * 1= the Billing Provider also the Rendering Provider? Oves ONo
e * Iz this service the result of a referral? Oves Ono

How do | answer the questions?
o Forasolo practice office, the Billing Provider would also be the Rendering Provider.
e Foraclinic or group practice, the Billing Provider would not be the Rendering Provider. Answer this
question “N0” and then fill in the NPI/Taxonomy for the provider that rendered the service at the clinic.
o If the service provided is the result of a referral from another Medicaid enrolled provider, answer “Yes”
and enter that provider’s NPI. A taxonomy code is not required for a referring provider.

Client information

Enter the ProviderOne client ID (e.g. 123456789WA) and expand the box by clicking the red plus sign to enter
the client’s name, birthday, and gender. Client’s birthdate, last name, and gender are required on all
claims. While the first name is optional, if entered, the first name will also be printed on the provider’s RA.
When billing for a newborn claim using mom’s ID, enter the baby’s name, baby’s birthdate, and the baby’s
gender in the boxes instead of mom’s information.

SUBSCRIBER/CLIENT INFORMATION
SUBSCRIBER/CLIENT

* Client 1D:

Additional Subscriber/Client Information _

* Org/Last Name: First Name:
) mm  dd coYyY
* Date of Birth: * Gender: w
mm_ dd oYY ) )
Date of Death: Patient Weight: Ibs

Patient is pregnant: (O ves (O No

Click “Yes” on the radio button if indicating the claim is for a baby using mom’s ID.
G Is this claim for a Baby on Mom's Client ID? Cives ()Mo

The next data element is a question about Medicare and we will discuss that in detail in Key Step 4 below.
6 * Is this @ Medicare Crossover Claim? Cives ) No

If the claim requires authorization, click on the Prior Authorization expander and enter the authorization
number.

PRIOR AUTHORIZATION

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Sometimes a claim note needs to be added to the claim so that it processes correctly. To add a note, click on the
red plus sign to expand the note option, and then type in the note information keeping it short.

CLAIM NOTE <{ummm

+ Type v
Code:

* Mote:

characters remaining: |22

Some of the reasons to add a note or claim indicator are:
= “SCI=B” for baby on moms ID
= “SCI=I" for Involuntary Treatment Act (ITA)
= “SCI=V” for voluntary (psych) treatment
= “SCI=F” for Enteral Nutrition — Client not eligible for WIC
=  Twin A, or Twin B; or Triplet A, Triplet B, or Triplet C if newborns on mom’s ID
= “Sending Insurance EOB” if sending the primary insurance back-up

Answer the next question.
9 * s this claim accident related? Cives () No

Use the “Patient Account No” field to enter any internal patient account numbers used. This information will be
printed on the Remittance Advice.

Enter the Place of Service code number using the drop down option. This location for the place of service code
is required by HIPAA 5010 format change.

* Place of Service: W

If a client has a spenddown and that spenddown amount needs to be reported on the claim, expand the
Additional Claim Data field and enter the spenddown amount in the “Patient Paid Amount” box.

* Place of Service: W

Additional Claim Data -

Fatient Faid Amount:

Now enter the diagnosis codes. HIPAA allows up to 12 fields for diagnosis codes. Later a pointer is used to
indicate which diagnosis code applies to the service line.

Diagnosis Codes: * 1: 2: 3: 4 5: 6:

7 8: S 10: 11: 12:

When vou are entering diagnosis codes do not enter
the decimal point. The system adds the decimal where
needed once the claim is submitted.

Next enter the basic line item information. Using the “tab” key can speed up filling out the claim form.
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BASIC LINE ITEM INFORMATION

Click on Other Svc Info in each line item to include the following additional line item information:
Attachment, Drug, DMERC Condition, Health Services, Test Results, Home Oxygen Therapy, Service Facility, Miscellaneous Numbers, Indicators, Providers, Dates and
Amounts, Medical Equipment, Ambulance Transport, Line Item Mote, Other Payer, Spinal Manipulations, Purchased Services and Line Adjudication.

BASIC SERVICE LINE ITEMS

_ Service mm_ dd ey  Seryice mm_dd  coyy
Date Date To:
From:
Place of -
Service:
« Procedure ifi . q- - - -
Code: Modifiers: 1: 2: 3: A:
+ Submitted Diagnosis 4, .
Charges: § Pointers: 1 b 2 v 3 v 4 b
* Units: Contract

Code:
Medicare Crossover Items

Mational Drug Code:
Drug Identification

= Enter the “from” and “to” date of service. Enter date spans here for equipment rental, etc. then tab;

= Use the drop down option to indicate the place of service (optional, as the date of service has already
been entered at claim level);

= Enter the procedure code being billed on this line, then tab;

= Enter the Modifier (s) if appropriate, then tab thru the other boxes;

= Enter the billed amount. (whole dollar amounts do not need a decimal point), then tab;

= Indicate using the diagnosis pointer number which diagnosis from above will be used on this line. It is
possible to indicate multiple diagnosis for the line, or just tab thru;

= Enter the number of units to be billed. At least one unit must be indicated.

Enter a National Drug Code (NDC) only if you are billing a code that requires the NDC. If not required skip the
box.

The expander here for Medicare Crossover Items will be discussed in Key Step 4 below.

Then click on Add Service Line Item.

Mote: Please ensure you have entered any necessary claim information (found in the other sections on this or another page) before adding this service line.

- | Add Service Line Item | | Update Service Line Them |
Previously Entered Line Item Information

Click a Line Mo. below to view/update that Line Item Information. Total Submitted Charges: &

Line Service Dates Modifiers Diagnosis Pnirs Submitted _ PA
Proc. Code Units

Ne From To 1 2 3 a 1 2 3 a4 Charges Number

The entered line information will appear under the section named “Previously Entered Line Item Information”.
Make sure every line has the correct information and appears under this section before submitting the claim.

Previously Entered Line Item Information

Click a Line No. below to view/update that Line Item

Information Total Submitted Charges: $256.00
. - - Diagnosis .
Line Service Dates Proc. Code Modifiers Prtrs Submitted |
No Charges
From To 1 23 41 2 3 4
1 07/15/2008 07/15/2008 T1015 HE 1 $256.00 1 Delete or Other Svc Info

Need to edit that line due to a keying error or coding mistake?
Simply click on the line number of the line to correct; the system then repopulates the service line items boxes.

Make the changes as necessary, and then push the | dateserveetineTtem |y 10 The system will change the
original coding line to the corrected information.
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Quick Tip: Providers can use a “shortcut” when adding more lines to the claim. Use the edit
feature of the system to quickly add more lines. Click on the line number to repopulate the
service line items boxes. Now add the information for the next line by overwriting what is
there, only changing what is different. Generally speaking, only a procedure code and the
billed amount would change, or in some cases the codes are the same but the date of service
would be changed. Once the information is updated as needed, click on the “Add Service
Line Item” button to add the new line. Repeat this process to add line 3 and 4 etc.

Continuous Hospital stay Information (only if applies)

Clients that are fee-for-service (FFS) when admitted to a hospital and then enrolled in an agency managed care
organization (MCO) during the hospital stay, the entire stay for physician services is paid FFS until the client is
discharged. Enter the initial hospitalization date in the appropriate field for your claim billing format.

DDE

Fill out the claim form as normal and before submitting a claim for a continuous hospital stay enter the hospital
admit date and discharge date per below instructions.

1) Click on the “Other Claim Info” tab at the top of the page.

|CI::nse || Save Claim || Submit Claim ||Reset|
Professional Claim:
Mote: asterisks (*) denote req*elds.

Basic Claim Info Other Claim Info

Billing Provider | Rendering Provider | Subscriber | Claim | Service

2) On the Other Claim Info page open the first expander “Relevant Dates”.

| Close | | Basic Claim Form | | Reset |

Professional Claim:

Mote: asterisks (*) denote required fislds.
Basic Claim Info Other Claim Info

Relevant Dates | Misc. Claim | Service Facility Info | Specialized Services | Claim Providers
CLAIM INFORMATION

Go to Basic Claim Info to enter basic claim information.

RELEVANT DATES «

mm dd

i)

Date Last Seen:

o mm dd coyy ] mm dd J—
Admizzion Date: Di=charge Date:

...... w—— m—— T — w—
Aszzumed Care Date: Relinquished Care Date:

mm dd oYy mm dd cCyy
Last Menstrual Date: Onset of Current Illness:

. - . mm dd CoYy . . mm dd coYY

Disability Begin Date: Disability End Date:

3) Enter the Admit Date and Discharge Date for the hospital stay.

4) Click on the Basic Claim Form button at the top of the page to get back to the first page of the claim
screen.
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After entering all the claim information, click on “Submit Claim” button at the top of the screen.

|':|I:ISE || Save Claim || Submit Claim || Reset|

Professional Claim:

The following pop up window message should appear:

Windows Internet Explorer

\? / Do you want to submit any Backup Documentation?

[ OK ][ Cancel ]

If no back-up is being submitted, click “cancel” button and the following window appears:

Submitted Professional Claim Details:
TCN: 200828000000047001
Provider NPI: 0070080094
Client 1D: 198333777WA
Date of Service: 9/9/2007 0:0:0-9/9/2007 0:0:0
Total Claim Charge: 1119

Please click "Add Attachment™ button, to attach the documents. | Add Attachment ]
Artachment List: i
[Print | | 2
WARNING: You must click the OK button to t
complete the claims submission.

Clicking OK submits the claim to ProviderOne and returns to a blank claim screen ready to enter another claim.

Submitting Backup Documentation to a DDE Claim

ProviderOne allows the biller to submit backup two ways to the DDE claim:
e Add an Electronic attachment file
e Submit paper backup with a cover sheet (by Fax or mail)

If backup will be submitted with a DDE claim be sure to add a claim note indicating what is being sent with the

claim so claims processing staff will look for the backup.

1) Enter a claim note by:
CLAIM INFORMATION ADD-Additional Information

CER-Certification Marrative
DCP-Goals, Rehab. Or

Go to Other Claim Info to include the -

Specialized Line Services, Miscellaneo DGM-Diagnosis Description
i...; CLAIM NOTE | TPO-Third Party Qrganization
PRIOR AUTHORIZATION rype - e
Code:
CLAIM NOTE ‘ * Note: p
EPSDT INFORMATION Enter your Claim Note here

CONDITION INFORMATION  Thep) —»

characters remaining: S0
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99 ¢,

Examples of claim notes could be “Faxing Consent form,” ““attaching backup electronically”, “sending EOB” or

“mailing backup.”

2) After clicking the “Submit Claim” button Path: Pro

| Cloze || Save Claim || Submit Claim || Reset |

Note: The appearance of the pop-up
is dependent on the version of Internet
Explorer being used.

Don’t see the pop-up? Is the pop up
blocker turned off?

Click the “OK” button to proceed with attaching backup.

3) Atthe Back Up Documentation screen tell us about the back up.

Please select one of the options fn’z Required Fields * and select Line No, if the attachment is l&clﬁc
Service Line item.

Attachment Type: | x| Transmission Code: | |

Line No: v[

Please attach the File(s). The File Format must be PDF, DOC, TIF, XLS:
Filename: I Browse,.. |*

Cancel
————— |

Fill in the fields:
A. Pick the Attachment Type from the drop down list.
B. The Transmission Code would be by Mail, Fax, or Electronic.
i.  Line No is not required.
C. Add an electronic attachment using the Filename field. Use the browse button to find the file on your
PC to attach.
Click on the OK button when completed.

Electronic Backup

A claim sent via Direct Data Entry (DDE) in ProviderOne can have an electronic image of any backup attached
to that individual claim.
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ff'l:laims Submission Final Dialog - Windows Internet Explorer

K

Submitted Professional Claim Details:
TCH: 200925500000001 000
Provider HPI: 55223365571
Client ID: 1958333777WWA
Date of Service: 9/9/2009 0:0:0-9/9/2009 0:0:0
Total Claim Charge: 1159

Please click "add Attachment” button, to attach the documents. Add Attachment
IAttachment List:

Line File Hame Attachment Type | Transmission Attachment File Delete | Uploaded On
(Il Ho Code Control Size

i T a T . ow P a ¥ AT o
- ShowattachmentServelt.xls :gggllza‘tionwnd_ms- EL 23kb b 09/01/2003

== Frev |Miewing Page 1 Hext == ||1 GoI FPage Count | SaweToXLS I

[t || et CoverpageJ[oK

Warning: You must click the OK button to complete the claims submission.

This screen shows the electronic file is attached to the claim so please click the OK button to complete sending
the claim.

Paper Backup

Paper backup documents can be attached to the DDE claim by Fax (FX) or by Mail (BM). Create the cover
sheet by clicking on the “Print Cover Sheet” button.

Cfl:lain'ls Submission Final Dialog - Windows Internet Explorer

(2]

Submitted Professional Claim Details:
TCHN: 200925500000001000
Provider NPI: 5522336671
Client ID: 193333777 WWL,
Date of Service: 9/29/2009 0:0:0-9/9,/2002 0:0:0
Total Claim Charge: 1159

Please click "Add Attachment” button, to attach the documents. Add Atkachment
ttachment List:

Line File Hame Attachment Type | Transmission Attachment File Delete |Uploaded On
| Ho Control Size

A T A T AT a T AT a T AT
L B BM or FX BM or FX kb x o2 2008

—
== Prew I\.-'iewing Page 1 Hewt == ||1 eol Page Count | SaveToXLS

[Prnt [Pt Cover page ][0k

When the cover sheet downloads, fill in the information required, print and send the back up and cover sheet to
the Agency at the address or fax number listed at the end of this section.

Below is an example of a cover sheet. The barcode expands to reflect the data entered once the data field is
completed by simply hitting the “enter” key or moving the cursor to the next field.
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ProviderOne
ECE Attachment Submission Cover Sheet

Prowider Idantifier Typa
INF (10 Digits |

[ Soloct ideniifler typ |

Providar I Jiz2as67mm

[ Fieasa antar numanic valks. Lan h basad on idan fl

N Q0023000554 TE000

| Plaasaantar 18 o 21 digit numean valua starting with 1234012, |

Dt of Servicn o1 /3iannn

{ Piass e tha Darte Time: Picker o saloct daba. |

123456TBINA

ProwiderOna Client 1D

{ Plaass gt J: R remerkc value and s Wi Wil or wa. |

|| Pink Caver Shaae Clear Fields

= |f a provider skips the above step and needs to print a cover sheet, the cover sheets can be located at
http://www.hca.wa.gov/medicaid/billing/pages/document_submission_cover_sheets.aspx . All
supporting documentation requires an Agency cover sheet. For more information on cover sheets,

please visit Appendix G.

Note: When filling out the cover sheet, be sure to fill in all fields with information.
Do not add a zero, an extra space, or any other characters to any field if the
information for that field is not available when filling out the cover sheet. Obtain the
information, and then fill in the fields and print. Do Not save the cover sheet for
reuse as each cover sheet is specific to the document being sent to the Agency.
Please do not use any software other than ADOBE for opening and generating the
coversheet. The barcode used to link documents will not work properly using other

software.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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=  When finished attaching backup, click “OK” to submit the claim.

fj'lilaims Submission Final Dialog - Windows Internet Explorer

Submitted Professional Claim Details:
TCN: 200925500000001000
Provider NPI: 5522336671
Client ID: 19333377 7WWA
Date of Service: 9/9/2009 0:0:0-2/9/2009 0:0:0
Total Claim Charge: 1159

Please click “add attachment™ button, to attach the documents. Add Attachment

IAttachment List:

Line File Hame Attachment Type | Transmission | Attachment File | Delete |Uploaded On
| Ho Code Control Size

A T Fa A ¥ ar A T A Y A T A T
= BM or FX BM or FX Ok x 09/01 /2009

== FPrew  |Miewing Page 1 = Hest == “1 GoI Fage Count I SaveTaXL5 I

[t [ pree over Page ][0k

Warning: You must click the OK button to complete the claims submission. .

3

Note: Electronic back up image files are limited to 2 megabytes in size.
e E-BU images can also be attached to adjusted claims.
e E-BU images can also be attached to fixed resubmitted denied claims.
= Paper backup submittal for claims submitted DDE:
e Attach a ProviderOne cover sheet to the back-up documents and send them to:
Electronic Claim Back-up Documentation (ECB)
PO Box 45535
Olympia, WA 98504-5535
e Faxto 1-866-668-1214

Submitting Backup through a Clearinghouse

Providers can submit claims through their clearinghouse then fax in their backup documents.

%;/ Note: A large amount of backup documents cannot be faxed. Mail them to the above address and don’t
forget the cover sheet!

1) Prepare the claim as normal and add a claim note indicating that back up is being sent for the claim.
Example: “Faxing Consent Form”

2) Submit the claim normally to the clearinghouse.

3) Wait 48-72 hours to allow the claim to be received in ProviderOne and for ProviderOne to assign a
TCN number to the claim.

4) There are two options to get the TCN number for the claim (s)

a. Log into the Provider Portal and select the option for a “Claim Inquiry”, enter the client ID
and the Date of Service. The system will return all the TCNs that meet the search criteria. Find
the newest TCN for your claim (the larger the TCN number the newer the claim). See Key
Step 5 in this Guide for more information about claim inquiries.

b. Submita 276 HIPAA transaction and the system will return a 277 transaction with the TCNs
you are searching for. Work with your technical staff for completions of these transactions.
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5) After getting the TCN number of the claim go to the Document Submission Cover Sheets page at
http://www.hca.wa.gov/medicaid/billing/pages/document_submission_cover_sheets.aspx . Select the
cover sheet that corresponds to the claim type being billed. Fill out the cover sheet and fax to the
number on the cover sheet. Remember the cover sheet must be the first page of the fax.

6) Fax each claim’s backup individually; separate from other claim backup otherwise multiple
submissions may get batched under the cover sheet at the top of the batch. Be sure to turn off any
settings on the fax machine that could cause it to bundle multiple documents sent to the same fax
number.

Resolving DDE claim submission errors

During the process of submitting a DDE claim, ProviderOne does a data check prior to
submission to verify if all:

e Fields contain valid entries

e Required fields are completed

e Required questions are answered

Errors can come in a two formats.
= Can be a pop up window

Windows Internet Explorer E|

L] E Is this claim accident. related? selection is required
L

Go back and answer the required question missed during claim data entry.

= Or can be a red text messages at the top of the claim form screen

|C|DSE || Save Claim || Submit Claim || Reset|

Warning : Invalid Procedure Code(s) Entered - 88501
Warning : Invalid Client ID Entered - 101832018 _
Warning : The following values are missing - Units; in Line 2

Professional Claim:

Mote: asterisks (*) denote required fields.
Basic Claim Info

Other Claim Info

These three errors are probably caused by hurrying during the data entry process. Fix the keying
error on the code, add the “WA” to the client ID number, and add the missing unit to the service
line.

Once all errors are fixed, try submitting the claim again.
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3b. Direct Data Entry - Commercial Insurance
Secondary Professional Claim into ProviderOne

Under the Medicare question, expand the “Other Insurance Information” section.
Then expand the “1 Other Payer Insurance Information” expander for the first insurance. The system now
has the ability for the provider to enter more than one insurance company’s information.

OTHER INSURANCE INFORMATION -

Other Payer Information

Other Subscriber Information

Secondary ID Information
Other Insurance Coverage

Additional Other Payer Information
COB Monetary Amounts

COB Payer Faid Amount: I:l

[] A3 aces; i

L g Taadf,

1 OTHER PAYER INSURANCE INFORMATION _

Medicare Outpatient Adjudication Information

* Payer/Insurance Organization Mame: I:I

Do not enter Medicare or
Managed Medicare
(Medicare Part C)
information here. HCA
does not consider them
commercial insurance.

When the “1 Other Insurance Information” screen opens, skip directly to the “Other Payer Information”

section and enter the name of the Insurance Company

Other Payer Information

¥ Paver/Insurance Organization Name: |

Additional Other Payer I

nformation _

Then click on the red plus expander to open the “Additional Other Payer Information” section

Other Payer Information

* Payer/Insurance Organization Name:

..: Additional Other Payer Information

Entity Qualifier: | 2-Mon-Person Entity vl

= IDn

BCO1

= ID Type: | Pl-Payor ldemtification

mm  dd

[12 o5 2010 |

coyy

Adjudication Date:

Number Type: | vl

OYES OND

Secondary ID Information
Contact Information

Payer Claim Adjustment:

Pa/Referral No.:

Enter the:

Entity Qualifier

Payer ID number

Payer ID Type

Adjudication (payment) Date

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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What is the ID number of the Insurance Company?

The Agency would prefer that the Insurance Carrier Code be used on these claims as the ID number; the
carrier code can be found on the client’s eligibility file in ProviderOne. Conduct an eligibility check for the
client; under the Coordination of Benefits section, it would show BCO1 for this client.

I Coordination of Benefits Information I e~
- Insurance Type Carrier Policy Holder Policy Group Plan Start
Mme:yre Code Code Insurance Co;It:'nes Contact f Cod I o Numd S o Date Emli‘D;e
a ¥ 4T o 4 ¥ i ¥ 4T aT¥
20: Health Benefit PFlan . . PREMERA BLUE CROSS/ECES OF AK
Coverage C1: Commercial )345.6784 BCOL SUPER MAN 100833158 304142007 23102559
p—

Then scroll down to the “COB Monetary Amounts” field and enter the amount paid by the insurance.

Other Payer Information

* Payer/Insurance Organization Name: | Premera

[ additional Other Payer Information
Entity Qualifier: | 2-Non+Person Entity | %

“ ID: BCo1 CID Type: | PHPayor ldentification b
Adjudication Date: 12 |_-;5 |2¢1-}
Number Type: b PA/Referral No.:

Payer Claim adjustment: Oves O Mo
= Secondary ID Information
# Ccontact Information

CDE Monetary Amounts

COB Payer Paid Amount: | 100

& Additional COB Information

Providers can avoid sending in the insurance EOB with this claim by following
the next steps.

Expand the “Claim Level Adjustments” section.
COB Monetary Amounts

COB Payer Paid Amount: |100
Additional COB Information
CLAIM LEVEL ADJUSTMENTS —

1+ g?d"ép: [PR-Patient Responsibiity v | * E‘;ad?” Amount: 80 | Quantity: | |
2 Srow | 9] B[ ] amome:[ ] quety:i[ ]
3 Grow | 9] Remen ] amoum:[ | quamiy:
a Srow | v R amoume:[ | Quamtv:[ |
o Reen | amome: [ | quemy:[
Enter the HIPAA Adjustment Reason Code information from the insurance EOB:

e Group Code (choose from the options)

e Reason Code (only the HIPAA reason code number is required)
e Amount (enter a zero if billing services denied by the insurance company)

Group
5 Code : |

Add a claim note by expanding the claim note section.
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CLAIM INFORMATION

Go to Other Claim Info to include the following claim detail information:

Specialized Line Services, Miscellaneous Line Data, Line Level Providers, Miscellaneous Line Dates, T
4] PRIOR AUTHORIZATION

[ crair nOTE
#! EPSDT INFORMATION

And then enter:
e Type Code will be “ADD-Additional Information”
e The Note entered MUST say “Electronic TPL”
[ CLAIM MOTE

Type ~ el it iee — Py

* ADD-Additional Information

Code: I ;I

* Mote: .
Electronic TFPL —J

e

characters remaining: | ee

Finish filling in the rest of the claim data and submit the claim as outlined above in section 3a.

Note: Providers can use this process to submit claims or claim lines denied by the insurance
company, as well as claims or claim lines paid by the insurance company. The Agency can
process the claims with these data elements:

o Name of the insurance company and the Agency Carrier Code

e Amount paid by the insurance company (enter zero if no payment)

e The HIPAA Adjustment Reason Codes for payment/non-payment.
DO NOT submit DDE claims with paid lines and denied lines of service on the same claim form.
Split the billing into two claims.

For more information on billing Medicaid secondary to a commercial insurance, follow along with the

presentation slides for professional, dental, and institutional secondary claims found at
http://www.hca.wa.gov/medicaid/provider/Pages/webinar.aspx .

Third-Party Liability

If the client has commercial insurance coverage (excluding Medicare), prior authorization (PA) is not required
prior to providing any service requiring PA. However if the commercial insurance denies payment for the
service that required PA, providers must then request authorization and include a copy of the insurance denial
EOB with the request. See the PA chapter for submitting a request.

For some programs PA is required prior to the services being provided regardless who is the primary payer.
Examples of this could be DME supplies and Inpatient hospital stays that require authorization. Review your
specific Medicaid Provider Guide for more details.

If the primary pays the service then authorization is not required for the secondary claim.

Note: All billing methods, DO NOT submit paid lines and denied lines of service by the
insurance company on the same claim form. Split the billing into two claims.

How to bill Medicare Crossover Claim via the DDE claim form is covered in Key
Step 4 following this section.
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3c. Saving a Direct Data Entry Claim

ProviderOne now allows a provider to save a claim if the provider is interrupted during the process of entering a
claim, and allows retrieving that saved claim to finish and submit the claim. The following data elements are
required to be completed before a claim can be saved:

Provider Information

e Billing Provider NPI

o Billing Provider Taxonomy

e Question: Is the Billing Provider also the Rendering Provider?

e Question: Is this service the result of a referral?
Subscriber/Client Information

e Client ID number

e Question: Is this a Medicare Crossover Claim?
Claim Information

e Question: Is this claim accident related?
Basic Service Line Items

e Line Items are not required for saving a claim.

Save the claim by clicking on the “Save Claim” button.

|C|DSE || Save Claim || Submit Claim || Reset|

Profession laim:

ProviderOne now displays the following confirmation box:

Windows Internet Explorer E

?',,J [ ywou want bo save the Jam:

| i | Cancel

Click the OK button to proceed or Cancel to return to the claim form.
Once the OK button is clicked, ProviderOne checks the claim to make sure the minimum data fields are

completed.
If all data fields are completed, ProviderOne saves the claim and closes the claim form.

Retrieving a Saved Claim

At the Provider Portal, click on the “Retrieve Saved Claims” hyperlink

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Provider Portal:

Online Services:

Claims Hide/Max
Claim Inquiry

Claim Adjustment/\/oid

On-line Claims Entry

On-line Batch Claims Submission (837)

Resubmit Denied/\Voided Claim

Retrieve Saved Claims

Manage Templates

Create Claims from Saved Templates

IManage Batch Claim Submission

ProviderOne displays the Saved Claims List.
Click on the Link Icon to retrieve a claim.

Saved Claims List:
Filter By : = And -1
,— Link Billing Provider HP1 Client 1D Client Last Hame User Login 1D
e 0or i T i ¥ a T
-
r [ ] A552233661 1983337778 BettyE

==

r > S5Z233661 1953330004 Rogers Bobs

Wiewing Page 1 3 | | SaveToXLS |

The system loads the saved claim in the Professional DDE screens. Continue to enter data, and then submit the
claim.

Once a saved claim has been retrieved and submitted, it will be removed from the Saved Claim List.
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3d. Online Batch Claims Submission

From the homepage, click on online batch claims submission
e Click on the Submit HIPAA Batch Transaction hyperlink.

Click on the Upload button on the next screen.

Click on Browse and locate the batch file.

When the file name is displayed, click on the OK button

If the upload was successful, ProviderOne displays a confirmation page — print this out and

use it for reference when checking on the Batch Response (997).

e If sending in backup documentation to a claim in the batch (a TCN is required to do this), a
completed and printed cover sheet is required. Cover sheets can be located at
http://www.hca.wa.gov/medicaid/billing/pages/document_submission_cover_sheets.aspx . For

more information on cover sheets, please visit Appendix G.

/= Attachment - Windows Internet Explorer

Attachment:

Please select the file to be uploaded:

Filename: [J:\F1 TechMNHCR UAT'CI| [ Browse... ] *

Page ID; digFleAttachment{Common)

Done J Trusted sites * 100% ~

HIEARTHTNIS

COMMENTS ON BATCH CLAIMS

ProviderOne has a feature that allows comments to be scanned directly into the system, without the need of a
worker to manually review the claim.

To make any of the following comments, put “SCI=""and the corresponding letter on the list below:

B —-BABY ON MOMS CLIENT ID

F—ENTERAL NUTRITION — CLIENT NOT ELIGIBLE FOR WIC

H — CHILDREN WITH SPECIAL HEALTHCARE NEEDS

I -INVOLUNTARY TREATMENT ACT (ITA) (Legal Status)
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e K- NOT RELATED TO TERMINAL ILLNESS (Hospice Client)
e V-VOLUNTARY TREATMENT (Legal Status)
e Y- SPENDDOWN AMOUNT (and list the amount) (837P only)

BILLING MEDICAID AS THE SECONDARY PAYER USING HIPAA BATCH FILES
Providers can use an 837 transaction to electronically submit to the Agency the primary payer insurance
information. Please follow the guidelines within the ProviderOne 837 Professional, Institutional and
Dental Companion Guides at_http://www.hca.wa.gov/medicaid/hipaa/pages/index.aspx

Avoid sending in back-up documentation from the primary insurance by 1) adding the comment
“Electronic TPL” in the remarks field (Loop 2300 NTE Segment), AND 2) send in the appropriate
adjustment reason code information about the action the primary payer took within the appropriate loops
and segments.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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3e. Paper

Guidelines/Instructions for Paper Claim Submission:

= Inorder for the claim to be read by the Optical Character Reader (OCR) feature of the scanner, the blank
claim form must be a commercially produced form with:
o Either Sinclair Valentine J6983 or OCR Red Paper using these scan-able red inks. These inks
cannot be duplicated by a computer printer.
e Do not use red ink pens, highlighters, “post-it notes,” stickers, correction fluid, or tape anywhere on
the claim form or backup documentation. The red ink will not be picked up in the scanning process
and the highlighter could turn into a dark square covering the highlighted information.

= Use standard typewritten fonts that are 10 C.P.I (characters per inch).
o Do not mix character fonts on the same claim form.
e Do not use italics or script.

= Use black printer ribbon, ink-jet, or laser printer cartridges.
e Make sure ink is not faded or too light.
e Use of Dot Matrix printers may compromise the print quality.

= Ensure all the claim information is entirely contained within the proper field on the claim form and on the
same horizontal plane. Misaligned data will delay processing and may even be missed.

= For multiple page claims, please designate the page number on each page in the lower right hand
corner. Put this information (e.g. 1 of 5, 2 of 5, 3of 5, etc.) in the white space at the very bottom of
the claim form. This will help multiple page claims from being separated. The total dollar amount
needs to be on page one for all combined pages. You can leave the subsequent totals blank.

See Appendix | for detailed instructions on filling out the CMS-1500 claim form.
See Appendix J for detailed instructions on filling out the UB-04 claim form.
See Appendix K for detailed instructions on filling out the 2006 ADA claim form.

Providers should submit their paper claims to the following address:

All Paper Claims

Medical Assistance, attention: Claims
PO Box 9248

Olympia, WA 98507-9248

%

i; Note: The Agency will not accept hand written claim forms. In addition, copied claim forms will
not be accepted.

%

<; Note: For electronic billers, all data elements required on a paper claim form are the same on the
electronic billing. Use the Appendix(s) as a data element location reference.
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m  Failing to use the National Provider Identifier (NPI) that the Agency has on file. This
can cause the claim to be denied.

m  Failure to use a proper taxonomy code. This can cause the claim to be denied.
m  Failure to include gender on the claim. This can cause the claim to be denied.

m  Highlighted information on the paper claim form. This may cause vital data to not be
recognized in the OCR process, resulting in possible claim denial.

m  Using stamps, stickers, or comments that say, “REBILL,” “TRACER,” or “SECOND
SUBMISSION” or similar statements on any claim. These notes cannot be processed.

m  Failing to indicate the baby’s name, birth date and gender on a newborn claim using
mom’s ID. This can cause the claim to be denied.

m  Forgetting to hit the “OK” button on the bottom of the last pop-up on the DDE screens.
If a claim is submitted DDE and the system assigned it a TCN, but the TCN cannot be
found in the system, the submitter forgot to click the final “OK” button on the bottom of
the last pop-up screen. Do not exit out of this pop-up as exiting out will result in the
claim not being submitted.

m  Failure to turn off the pop up blocker when using ProviderOne. The submitter will not
be able to finish submitting a Direct Data Entry claim if the pop up blockers are turned
on.

m  Forgetting to hit the “Enter” key or to click outside any field when filling out the cover
sheet. The cover sheet will not then contain the proper barcodes and the backup will not
be attached to the DDE claim in ProviderOne.

m  Saving a filled out cover sheet. Do not save used cover sheets, as each cover sheet has
unique coding for the claim the backup documents are to be attached to.

= Submitting paper claims. Electronic claims process much faster than paper claims.
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4. Submit Medicare Cross-Over Claims

“Medicare Crossover Claims” are claims for the client’s Medicare cost sharing liability (deductible,
coinsurance, or copay). Claims denied by Medicare are not crossover claims and this key step does
not apply to these non-crossover claims.

This key step covers how crossover claims are submitted to and processed by the Agency. Managed
Medicare claims (Medicare Part C or Medicare Advantage) must also be billed as crossover claims.
Please use the instructions in this key step when billing Managed Medicare claims.

In most cases, after processing the claim for payment, Medicare will forward the claim electronically
to the Agency and include a message on your Explanation of Medicare Benefits (EOMB) stating:
“This information is being sent to either a private insurer or Medicaid.” The Agency then processes
these crossover claims without any action on the provider’s part.

Sometimes Medicare does not forward claims automatically to the Agency, so providers may have to
bill the crossover claim directly to the Agency. Paper crossovers submitted directly to the Agency
will require a copy of the EOMB.

The Agency recommends billing claims electronically or using ProviderOne DDE for faster
processing. DDE crossovers claims do not require the EOMB.

Providers will know if Medicare has not forwarded the crossover claim to the Agency if:

= It does not show up on the Medical Assistance Remittance Advice; or

= The message “This information is being sent to either a private insurer or Medicaid” does not
show up on the EOMB.

Some of the reasons Medicare may not forward a crossover claim directly to the Agency include:

= The patient may be a new Medicare/Medicaid enrollee and Medicare does not yet list them as
having Medicaid coverage.

= The provider billed Medicare with an NPI number that has not been reported to the Agency.

= There are Electronic file corruption issues.

= Managed Medicare (Medicare Part C or Medicare Advantage Plans ) may not forward claims
directly to the Agency

See Appendix M for payment methodology information on crossover claims.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Overview of Medicare Crossover Process

Client is Eligible for
Medicare and Medical
Assistance.

v

YES

v

Bill Medicare

)

%i? Note: Must accept Medicare Assighment

v

Medicare allows the service? *

v YES

"

* Was the claim forwarded to HCA

by Medicare?

The claim is not a crossover.
Bill the Agency within 365 + *
days of Date of Service and
attach the EOB to the claim. NO YES -HCA processes the

+ claim.

Submit the crossover claim to the Agency
within 6 months of the Medicare
processing date. Make sure to use the
same claim form used to bill Medicare.

The next section explains how each type of Medicare crossover claim is submitted to the Agency if the
claim is not automatically forwarded by Medicare. Please see Appendix M for crossover payment
methodologies.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Medicare Part B Professional Services (CMS-1500, 837P)

= |If Medicare has paid all lines on the claim, submit the crossover claim to the Agency.
= If Medicare has allowed and denied services lines on the claim, do not submit paid lines with denied
lines to the Agency on the same claim form; this could cause a delay in payment or claim denial.
Submit 2 claims to the Agency - one crossover claim for services Medicare paid and one professional
claim for services Medicare denied.
= If Medicare bundled the service into another paid service line, do not split out or unbundle to
bill Medicaid.
= Attach the EOB to the claim for services denied by Medicare and enter a claim note “Sending
denial EOB” to alert the Agency that back is being sent.
= If Medicare denies a service that requires PRIOR authorization (PA) by the Agency, the Agency
waives the PRIOR requirement but still requires authorization based on medical necessity, which may
be requested after the service is provided.
»  |f Medicare applies to the deductible or makes payment on a service that required PA, then
authorization is not required for the service.
» Bill the Agency on the same claim form billed to Medicare with the same services and billed amounts.
» Bill Medicare with the appropriate Agency taxonomy code for the claim according to Medicare
guidelines. Medicare will then forward the taxonomy on the claim to the Agency.
= [If billing DME rental codes that require a date span, please bill Medicare with the appropriate date
span. Medicare will then forward the date span on the claim.

When submitting a Direct Data Entry (DDE) professional services crossover claim in ProviderOne, fill out the
additional Medicare information at the line level for each line:
= Click the expander to open the “Medicare Crossover Items” fields. This includes
Managed Medicare (Medicare Advantage Plans Part C).
= Fill in the Medicare information required in the now open fields then;
= The rest of the claim form is filled out per normal.

Medicare Crossover Items

* Medicare Deductible: 3 * Medicare Coinsurance: %
* Medicare Paid: 3 * Medicare Allowed Amount: %
mm  dd Yy

* Medicare Paid Date:

%

@ Note: If the Medicare Advantage or Part C Plan indicates an allowed amount for the service but does not
make a payment on the service, enter the

= Copayment; or

= Coinsurance; or

= Patient Responsibility
As the deductible if the plan EOB indicates a remark code of copayment for the service. ProviderOne requires a
deductible amount in this case to process the claim.
Example EOB:

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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DATES OF SVC PROVIDEINPES BILLED ALLOWED PAID PATIENT DISALLOWED EOP CODES

SERVICE AMOUNT AMOUNT AMOUNT LIABILITY AMOUNT
120710-120710 09212 £0.00 39.23 0.00 39.23 2077 EI 4%
CLAIM TOTAL: 60.00 39.23 000 39,23 20.77 X

SUMMARY TOTAL: 80.00 39.23 0.00 18,23 20.77
EXPLANATION OF CODES
| 3 Co-payment Amount !
ulelmaximum allowable or contractedilegis|ated fas arrangamant.

g

Note: If you bill a crossover electronically or DDE, the Agency does not require the EOMB.

Medicare Part A Institutional Services (UB-04, 837I1)

A provider that bills Medicare (or the Medicare Part C Plan) on the UB-04 claim form bills the Agency
crossover claims on the same claim form. Include the same services and billed amounts sent to
Medicare and attach the Medicare EOB to paper claims. A provider can:

= Submit DDE crossover claims in ProviderOne. DDE claims do not require the EOB.

= Send in paper claims with the EOB. Electronic claims (HIPAA batch and DDE) process
much faster than submitting paper.

When submitting a DDE institutional crossover claim in ProviderOne, fill out the additional Medicare
information at the claim level:

= Click the Radio button “yes” ©¥es 5 indicate this claim is a crossover

= Fill in the Medicare information required = in the now open fields then;
= The rest of the claim form is filled out per normal.

e 1= this @ Medicare Crossover Claim? - ®ves Ono

Medicare Cross Over Items

* Medicare Days Covered: I:I * Amount Billed to Medicare: $ I:I
* Amount Paid by Medicare: § l:l * Medicare's Inpatient Deductible: § l:l
* Medicare Co-insurance: § I:I * Medicare Allowed Amount: § I:I

mm  dd oCyy

* Medicare Adjudication Date:

%

=" Note: While claims for clients that do not have Medicare Part A or Part A benefits are

exhausted are not considered crossover claims, we have included how to bill these claims in
this section.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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How Do | Bill for Clients Covered by Medicare Part B Only (No Part A), or
Has Exhausted Medicare Part A Benefits Prior to the Stay?

Description DRG | Per RCC CPE CAH
Diem

Bill Medicare Part B for qualifying Yes Yes Yes Yes Yes

services delivered during the hospital stay.

Bill the Agency for hospital stay as Yes Yes Yes Yes Yes

primary.

Show as noncovered on the Agency 's bill No No Yes Yes Yes

what was billed to Medicare under Part B.

Expect the Agency to reduce payment for | Yes Yes No No No

the hospital stay by what Medicare paid on

the Part B bill.

Expect the Agency to recoup payment as Yes Yes No* No* No*

secondary on Medicare Part B bill*.

Report the Part B payment on the claimin | Yes Yes No No No

the other payer field “Medicare Part B”

Attach Medicare Part A & B EOB to claim | Yes Yes Yes Yes Yes

Include a claim Note** Yes Yes Yes Yes Yes

* The Agency pays line item by line item on some claims (RCC, CPE, and CAH). The Agency
does not pay for line items that Medicare has already paid.
The Agency pays by the stay (DRG claims) or the day (Per Diem) on other claims. The Agency
calculates the payment and then subtracts what Medicare has already paid. The Agency recoups
what it paid as secondary on the Medicare claim.
**The claim note should be one of these:

= No Part A Benefits; or

= Part A Benefits exhausted prior to stay

What the Agency Pays the Hospital:

DRG Paid Claims:
DRG allowed amount minus what Medicare paid under Part B. When billing put the Part B payment
amount in the TPL commercial insurance field and indicate the primary payer as Medicare Part B.

Per Diem Paid Claims:

Per Diem allowed amount minus what Medicare paid under Part B. When billing put the Part B
payment amount in the TPL commercial insurance field and indicate the primary payer as Medicare
Part B.

RCC, CPE and CAH claims:
Allowed amount for line items covered by the Agency (line items usually covered by Medicare under
Part A, if client were eligible).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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How Do I Bill for Clients when Medicare coverage begins during an Inpatient
stay or Part A has exhausted during the Stay?

1. Bill Medicare

= Medicare PPS Payment Manual, Chapter 3, Section 40A, bullet 3.

“The beneficiary becomes entitled after admission. The hospital may not bill the beneficiary or other

persons for days of care preceding entitlement except for days in excess of the outlier payment.”

The Agency must have a paid/billed inpatient crossover claim in the system.

3. After the IP crossover is paid, bill HCA the primary claim for the entire stay.
= If billing RCC, CPE or are a CAH list the Medicare covered day’s charges as non-covered.
= If billing DRG or Per Diem list all services (no non-covered).

4. If Part A exhausts during the stay you must still bill Medicare for the Part B charges.

The Agency may pay something using the following formula:

= (HCA allowed for the entire stay — Medicare paid — HCA crossover payments).

6. Add the following claim Note:

= “Part A Benefits exhausted during stay”; or

= “Medicare Part A coverage began during the stay”.

= Enter the Part A start date or the date benefits are exhausted in the Occurrence fields using
Occurrence Code A3 then enter the date.

Attach Part A and Part B Medicare statements (EOB).

8. These claims can be very complex and are addressed on a case by case basis and sometimes it is
necessary for the Agency to contact the biller for additional information.

N

o

~

Medicare Advantage Plans (Part C)

Some Medicare clients have elected to enroll in a Medicare HMO plan called a Medicare
Advantage Plan (Part C) and providers are required to bill these Medicare Advantage Plans
instead of FFS Medicare. The Managed Medicare — Medicare Advantage Plan is the primary payer
and is not considered commercial insurance by the Agency.

In order to receive payment from the Agency, it is necessary to follow the billing guidelines
established by the Managed Medicare — Medicare Advantage (Part C) Plans prior to billing the
Agency.

After the Medicare Advantage plan processes the claim, submit the claim to the Agency as a
Medicare crossover claim. Bill the Agency with the same claim type used to bill the Medicare
Advantage plan. Make sure the services and billed amounts match what was billed to the Medicare
Advantage plan. Direct Data Entry (DDE) claims do not require the EOB to be sent with the claim.

The Agency must receive the Medicare Advantage claim within 6 months of the Medicare
Advantage payment date.

If Medicare Advantage denies a service that the Agency requires PRIOR authorization (PA)
for, the Agency waives the PRIOR requirement but will require authorization which may be
requested after the service is provided. The Agency waives the “prior” requirement in this
circumstance.

If the Medicare Advantage plan pays the service then PA is not required.

Billing for Managed Medicare — Medicare Advantage (Part C) Plans

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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If there is a capitated Copayment due on a claim:

Claims for Capitated copayments for the Medicare Part C Plan must now be billed as a crossover
claim type (professional and institutional claims).

If no “Medicare (plan) Allowed Amount” is provided, enter the sum of:

Payment + Copayment + Coinsurance + Deductible

As the “Medicare Allowed Amount”. If there is no amount for an entry, just add together the
entries that do have an amount.

Medicare Crossover Items

* Medicare Deductible:  § * Medicare Coinsurance: $

* Medicare Paid: $ * Medicare Allowed Amount:  §

* Medicare Paid Date:

mm aad

Finish filling in the other amounts (even if they were used to calculate an allowed
amount).

Enter a zero (0) in any other fields without a value.

If the user entered a zero (0) in the “Medicare Paid” field, then enter the Co-pay amount
in the “Medicare Deductible” field as ProviderOne requires a deductible if the plan
allowed the service but pays at zero (0).

Comments are no longer required on the claim.

Claims with a coinsurance, deductible, or a non-capitated copayment
balance due on a claim.

Professional Services

Bill the claim paid by the Part C Plan as a cross over claim.
If the Part C Plan lists a copay amount but no coinsurance amount, enter the copay amount in
the coinsurance field on the crossover claim submitted to HCA.
If the Medicare Advantage or Part C Plan indicates an allowed amount for the service but
does not make a payment on the service, enter the

= Copayment; or

= Coinsurance; or

= Patient Responsibility
As the deductible if the plan EOB indicates a remark code of copayment for the service.
ProviderOne requires a deductible amount in this case to process the claim. See page 101
above for an example of this type of a Plan EOB. If Medicare Advantage has allowed and
denied services lines on the claim, do not submit paid lines with denied lines to the Agency
on the same claim form; this could cause a delay in payment or claim denial. Please submit 2
claims to the Agency, one crossover claim for services Medicare paid and one professional
claim for services Medicare denied.

= If Medicare bundled the service into another paid service line, do not split out or

unbundle to bill Medicaid.
= Attach the EOB to the claim for services denied by Medicare and enter a claim note
“Sending denial EOB” to alert the Agency that backup is being sent.
If Medicare Advantage denies a service on a claim, the Agency may or may not make a
payment on the service, depending on the reason for the Medicare Advantage Plan denial.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Institutional Services

Follow the directions above for sending a Part C Plan institutional crossover claim. The only
difference is you cannot split out specific lines denied by the Part C Plan and bill those lines
separately. Institutional claims are processed as one entire claim.

QMB — Medicare Only Clients

If Medicare or the Medicare Advantage Plan and Medical Assistance cover the service, the
Agency pays only the client’s cost sharing liability (deductible, and/or coinsurance, and/or
copayment) up to the Medical Assistance allowed amount. Payment is based on the Medical
Assistance allowed amounts minus any prior payment made by Medicare or the Medicare
Advantage Plan. At this point the Agency considers the crossover claim paid in full.

If Medicare or the Medicare Advantage Plan covers the service but the Agency does not, the
Agency will deny the crossover claim.

If Medicare or the Medicare Advantage Plan does not cover the service, the Agency does not

pay for the service.

%

E Note: Discrepancies, disputes, protests, or justifications for a higher fee or
payment for any claim should be directed to Medicare or the Medicare Advantage
plan. If Medicare or the Medicare Advantage Plan adjusts the payment and the
claim has previously been paid, submit an adjustment request to the Agency.
Submit a new claim if the original claim was denied

Cross over claims with back up

For cross over claim billing clarification, the Agency requires the following information on the EOB:

Header (claim) level information on the EOMB must include all the following:

Medicare (or the Part C Plan) as the clearly identified payer;
The Medicare claim paid or process date;

The client’s name (if not in the column level);

Medicare Reason codes; and

Text in font size 11 or greater

Column level labels on the EOMB for the HCFA-1500 (CMS-1500) must include all the

following:
= The client’s name = Date of service
= Number of service units (whole number) = Procedure Code (PROC)
(NOS)
=  Modifiers (MODS) = Billed amount
= Allowed amount = Deductible

Amount paid by Medicare (PROV PD)

Medicare Reason codes

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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EOBs must include a written description of the Reason/Remark codes.

Column level labels on the EOMB for the UB-04 must include all the following:

= The client’s name = From and through dates of service

= Billed amount = Deductible

= Co-insurance = Amount paid by Medicare (PROV PD)
= Medicare Reason codes = Text that is font size 11

Rural Health Center (RHC) and FQHC providers must include their per diem rate.
EOBs must include a written description of the Reason/Remark codes.

Claims for services denied by Medicare with back up

When Medicare or the Part C Plan denies services that can be billed to Medicaid, the above criteria
applies to the required EOB sent with the claim.

Medicare Prescription Drug Program
For more information on the Medicare Prescription Drug Program, Please review the Prescription
Drug Program Billing Instructions.

n Billing Medicare with an NP1 that has not been reported to the Agency. The Agency will
not be able to identify the provider when these claims are forwarded by Medicare to the
Agency.

n Submitting crossover claims on paper. Paper claims process slower than other claim
submission methods.

L] The claim form billed to Medicare does not match the claim form billed to the
Agency. The claim will be denied.

n The coding and dollar amount billed on the claim to Medicare does not match the
coding and dollar amount on the claim billed to the Agency. The claim will be denied.

n Failing to bill the paid Part C plan claim as a cross over claim type.

n Not putting a claim note on the claim when Medicare denies the service or sending
the Medicare EOB with the claim.

L] Sending an EOB with the claim that does not indicate Medicare (or a Part C Plan)

as the payer or other missing required information.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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5. Inquire about the Status of a Claim

ProviderOne allows several options to search for a claim’s status. A provider may want to check a

claim because:

= Aclaim has been submitted and Medical Assistance has not responded.

= A provider is trying to re-bill some older claims and needs the Transaction Control Number (TCN)
to prove timely submission of the original claim.

= A provider is searching for a claim because their accounts receivable system does not yet show a
posted payment.

The easiest method to find claims in ProviderOne is to use the Claim Inquiry option at ProviderOne
Home page option list.

= _Log into ProviderOne using the log on information furnished by the office administrator.

Domain:
Usernarme: The Departim
parterships
agencies, an
a special plag

Select the EXT Provider Claims/Payment Status Checker or EXT Provider Super User profile.

On the Provider Portal (the homepage) click on “Claim Inquiry”

Claims Hide/Max
Claim Inguiry

Claim Adjustmentvoid

On-line Claims Entry

On-line Batch Claims Submission (837)

Resubmit DeniedVoided Claim

Retrieve Saved Claims

Manage Templates

Create Claims from Saved Templates

Manage Batch Claim Submission

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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The claim Service Period From and To date range cannot be greater than three months.

Provider NPI:| 1003006005 |

TCN:

Client 1D:

Claim Service
Period From:

Claim Service
Period To:

&

= Note: To find a claim (or a list of claims) use the Client ID and the oldest “From” date of service
on the claim. All claims for that date of service should be listed. Searching by the TCN only shows one
claim and it may not be the one the provider is looking for.

After clicking on submit, the claim(s) list screen will be displayed. Click on the blue Transaction Control
Number (TCN) hyperlink to view the claim

Claim Inquiry Providers List:

TCH
ow

Date of
Service
.

Claim Status
AY

Claim Charged
Amount
AN

Claim Payment
Amount
AT

Client Hame
AY

Client ID
A

0724311001002700000

06/11/2007

adwvice."

1:"For more detailed information, see remittance

5113.86

50.00

WA

| Viewing Page 1

1 |

| SaveToXLS |

See Appendix N for instructions on checking claim status via the Interactive Voice Response (IVR).

m  Calling the Medical Assistance Customer Service Center to check on the status of a claim.

Providers can easily check on a claim status by using ProviderOne or the Interactive Voice
Response (IVR).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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6. Adjust, Resubmit, or Void a Claim

The Agency does not process “corrected claims” so the only way to replace or correct a paid service or
claim is through the claim adjustment process.

Adjust/Replace a paid claim when:

= Abilling error was made (e.g., wrong client, billed amount, tooth number, etc.).

= The claim contained multiple surgical procedure codes, and one of the procedures was denied or
paid incorrectly.

= The claim was overpaid (this may be a void claim)

Denied claims can be resubmitted using the ProviderOne resubmit feature and fixing the error that
caused the original denial. Providers also have the option to re-bill a denied claim fixing the original
denial error.

ProviderOne will not allow adjusting a denied claim and a claim void will not remove the claim from
the system.

Providers may resubmit, modify, or adjust any timely initial claim, except prescription drug claims, for
a period of 24 months from the date of service (WAC 182-502-0150). A timely claim is one that meets
the Agency current initial timeliness standard which is 365 days from the date of service. Prescription
drug claims must be resubmitted, modified, or adjusted within 15 months from the date of service.

There are various methods to modify, adjust, or void claims depending on the billing
format (HIPAA, DDE, paper):
If the claim was paid or partially paid then an adjustment to the claim will be needed in order to
make any corrections or modification to the original claim.
e DDE - Log into ProviderOne, select the EXT Provider Claims Submitter or EXT Provider
Super User profile, and use the online Claim Adjustment/\oid option or
o  Fill out the paper claim form indicating an adjustment or a void (see below) or
e  Submit a HIPAA batch transaction claim using a frequency 7 to adjust/replace the original
claim or a frequency 8 to void the original claim. Follow the ProviderOne companion guides
rules for submitting frequency 7 = adjust claim or 8 = void claim transactions.

= | the claim was denied (no lines were paid) and no longer meets the initial 1 year timeliness rule,
then proof of timely filing is required to resubmit.
e Locate the timely TCN number using the ProviderOne claim status search option
or review a Remittance Advice

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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e DDE claim, resubmit the original claim. If it is not possible to resubmit
the original claim, enter the timely TCN number in the comments field of
the new claim (“timely TCN 123456789012345678”).

e HIPAA batch claim transactions. Follow the ProviderOne companion
guides rules for entering the timely TCN number.

e Paper claims note the placement of timely TCN numbers in the following
sections listing how to fill out each type of claim form.

%% Note: If a claim was originally paid then subsequently adjusted/replaced and paid
and it is necessary to reprocess the claim for a third time (or fourth, fifth, etc.) it will be
necessary to adjust/replace the LAST TCN in the claim trail. Once a claim TCN has
been adjusted it cannot be adjusted or resubmitted again.

The General Adjustment Process

The ProviderOne system assigns an 18 digit Transaction Control Number (TCN) to each claim
received. This TCN is part of the information sent to providers on their Remittance Advice (RA), has
its own column, and is commonly referred to as the “claim number”.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Each of the 18 digits in the claim number has a reserved meaning representing the

following:
1 0 08183
A B C

A: Claim Medium Indicator
= 0—Not used
= 1-—Paper
= 2 Direct Entry (Web Submission)
= 3—Electronic (X12)
= 4 - System Generated
= 5-8—Reserved

A 9 in the claim medium indicator field represents a
claim that was billed in the Legacy (old payment)
system. These TCNs are 21 digits long.

B: Type of claim

Placeholder number that could be one of
the following:

=  0— Medical

= 1-—Pharmacy

= 2-—Crossover or Medical
= 3 —Medical Encounter

= 4 -—Pharmacy Encounter
= 5-—Social Services

* 6-9—Reserved

0 0000001 000
D E F

C: Batch Date
First two digits are the year (08)

The next 3 numbers are the Julian day of the year
with 183 being July 2. The Agency utilizes the
Julian calendar to record the date claims were
received. The Julian calendar is simply a continuous
counting of the days of the year from 1 to 365.
Remember Leap Years!

D: Adjustment Indicator
0 — Original Claim
1— Adjustment (credit)
E: Claim Sequence Number

Sequential counting of claims each day starting with
0000001

Allows claim counting to reach almost 10 million,
9,999,999 claims daily

F: Line Number
The claim level number will be 000

Each claim line also has a TCN number. The line
number will start with 001 for each new claim line.
(HIPAA Transactions can have up to 999 lines)

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.

111



ProviderOne Billing and Resource Guide

Adjust or Void a Paid Claim

Select “Claim Adjustment/Void” from the Provider Portal.
Provider Portal:

Online Services:

Claims Hide/Max
Claim Inquiry

Claim Adjustment/Void <

On-line Claims Entry

On.line Batch Claims Submission (837)

Resubmit Denied/Voided Claim

Retrieve Saved Claims

Manage Templates

Create Claims from Saved Templates

Manage Batch Claim Submission

At the search screen enter the required information to find the claim to adjust or void and click on submit.
Provider Claim Adjust Veid Search:

Please enter a Provider NP1 and enter available information in the remaining fields before clicking "Submit”.
& Requred: TCN or Chent ID AND Claim Service Period (To date is opbonal)

= You may Adjust/Vold daims processed within the past four years

& The Claim Service Period From and To date range cannot exceed 3 months

= Only pakd daims satisfying the selection aiterion will be returned

Provider NPI:| 11341789599 =

TCH: Mote: PerWAC 182-502-0150 claims can only

Client 1D be adjusted/voided in ProviderCne 24 maonths
en H
from the date of service. Prescription drug

Claim Service claims have anly 15 months.
Period From:

Claim Service
Period To:

The system will then display claim(s) based on the search criteria.

Provider NPI: 1134178999

Provider Claims Adjust Void List:

@ Tcn Date of Service Claim Status C'a:”m‘f]Tr:lged C'a';"mp::rmnem Client Name Client ID
ov av AV av av
AT AT
O 5064000001000)02/12/2007 1:"For more detailed information, see remittance 5162.00 §56.12 WA
advice
|\ﬂewmg Page 1 1 | SaveToXLS

Click on the box next to the TCN, then click the adjust button in the upper left hand corner. The claim will

then be displayed in the DDE screen with the values of the selected claim filled in the data fields. Make the necessary
changes then resubmit the adjustment request to Medical Assistance for processing. The system will go thru the same
final steps of a claim submission asking if back up is being sent, etc. Remember to click the “OK” button on the

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Submitted Claim Details screen to finish sending in the resubmitted claim! A different TCN will be
assigned to the claim after it is resubmitted.

If the claim is being voided click on the button in the upper left hand corner. The claim data
will be displayed in the DDE screen but all the values will be grayed out and cannot be changed. Simply
click the submit button and the void will be sent to Medical Assistance for processing and will show up as a
credit on the RA.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Paper Adjustment/Void

Enter the Transaction Control Number (TCN) found on the Remittance Advice (RA) in the
appropriate box on the claim form. The adjustment/voids are done on the same claim form used
for the initial billing. Complete the form with all the necessary claim information. See directions
in the table below on how to adjust and void each claim type.

Adjust/Replace a Paid Claim Void/Cancel a Paid Claim
Professional Adjust a Professional claim (CMS-1500) by | Void a Professional claim (CMS-1500) by
Claims entering the claim frequency type code 7 entering the claim frequency type code 8 then

then the TCN in field #22 (Medicaid the TCN in field #22 (Medicaid Resubmission

Resubmission Code). Code).

Example: Example:

22. Medicaid Resubmission Code Original Ref No. 22. Medicaid Resubmission Code Original Ref No.
7 301229600000340000 8 301229600000340000

Institutional To adjust or replace an institutional claim, To void or cancel an institutional claim, submit 8
Claims submit 7 as the last digit of the Type of Bill. | as the last digit of the Type of Bill.

Put the TCN of the claim to adjust in form Put the TCN of the claim to adjust in form

locator 64. locator 64.

Example 7-301229600000340000 Example 8-301229600000340000
Dental Adjust a dental claim by entering the claim | Void a dental claim by entering the claim
Claims frequency type code 7 then the TCN in field | frequency type code 8 then the TCN in field 35

35 (Remarks)
Example:
7-301229600000340000

(Remarks)
Example:
8-301229600000340000

Complete adjustments on the applicable claim form (CMS 1500. UB04 or ADA2006).
= Use only one applicable claim form per claim.
= Submit multiple line corrections to a single claim on one applicable claim form.
= See special instructions on the following page if adjusting an overpayment.
»  Adjust the most recent claim in “paid status”.

Use the same process for Adjusting/\Voiding a Medicare Crossover claim.

Attach proper documentation to the adjustment request
e Include operative reports (if needed for payment)

e Insurance EOBs.
o Medicare EOB
e Any invoice or other documentation.

Send the paper adjustment to the Agency
e Mail to The Health Care Authority
Division of Medical Benefits and Care
PO BOX 9248
Olympia, WA 98507-9248
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= ProviderOne will locate the claim to adjust. The entire original claim will be credited (represented
as minus amounts on the RA transaction) back to the Agency to allow the adjusted claim to pay
correctly (represented as replacement amounts on the RA transaction). The Adjustment Reason
Code 129 will appear in that column on the RA associated with the credit transaction.

= [faprovider is voiding/canceling an overpayment claim, submit a void claim request
e The Agency will recoup the claim and deduct the excess amount from a future remittance
check(s) until the overpayment is satisfied;

OR

= Issue a refund check payable to the Health Care Authority
e Attach a copy of the RA showing the paid claim and include a brief explanation for the
refund.
= Mail to The Health Care Authority
o Finance Division
PO BOX 9501
Olympia, WA 98507-9501

The billing time periods do not apply to overpayments that the provider must refund to the
’, Agency. After the allotted time periods, a provider may not refund overpayments to the
HRuke Agency by claim adjustment. The provider must refund overpayments to the Agency by a
: negotiable financial instrument such as a bank check. [Refer to WAC 182-502-0150 (8)]

N
%7’\ Note: The adjusted/replaced claim will appear on the Remittance Advice (RA) in the
adjustment claim section as two transactions, 1) the original claim and 2) the replacement claim.
The claim paid amount would be adjusted accordingly based on the adjustment request and the
adjusted amount would be reflected in the total payment. See section Reconcile the RA for a

complete RA explanation.

&

= Note: When a claim is voided the Agency will recover the amount originally paid from the
next total payment and the voided claim will appear on the RA as only one transaction.
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Resubmit a Denied Claim

Select “Resubmit Denied/Voided Claim” from the Provide Portal main menu.

Provider Portal:

Online Services:

Claims Hide/Max
Claim Inquiry

Claim Adjustment/Void

On-line Claims Entry

On-line Batch Claims Submission (837)

Resubmit DeniedVoided Claim —

Retrieve Saved Claims

Manage Templates

Create Claims from Saved Templates

Manage Batch Claim Submission

Search for the claim by entering the appropriate information then click the “submit” button

| Close || Sutmit |

Provider Claim Model Search:

Please enter a Provider NPI and enter available information in the remaining fields before clicking *Submit’.
» Reguired: TCN or Client 1D AND Claim Service Period (To date is optional)

* You may Model claims processed within the past four years

® The Clsim Service Period From and To date range cannot exceed 3 months

= Only denied and voided claims satisFying the selaction criter| il be returned

Provider NPI:[5522336671 =] +

TCM: |
Enter the search
Client 1D:] criteria to find the claim
Claim Service[————— or a series of clains.
Period From:

Claim Serui:e]'—
Period To:

ProviderOne will display the claim list screen. Click on the box next to the TCN of the claim to be

resubmitted then click the “Retrieve” button in the upper left hand corner. The claim will be displayed
in the DDE screen with the values of the selected claim in the fields and will indicate the type of claim.

Provider NPI: 1134178999

Proj r Claims Model List:

TCHN Date of Service Claim Status Claim Charged Amount | Claim Payment Amount | Client Name Client ID
Oovw AV ' AV AV AV AV
T
IB3EIT25255535EIEIE 08/10/2007 1:"For more detailed information, see remittance advice." |5160.00 50.00 Lo A i WA
Viewing Page 1 |-I | SavaToxLS
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Make any necessary changes to the claim using the same procedure as describe above in adjusting a
claim section. When the changes are done submit the claim to Medical Assistance for processing. The
system will go thru the same final steps of a claim submission asking if back up is being sent, etc.
Remember to click the “OK” button on the Submitted Claim Details screen to finish sending in the
resubmitted claim! A different TCN will be assigned to the claim after it is resubmitted.

m  Failing to include the TCN in the applicable field on the paper claim form adjustment request.
This will cause the adjustment claim to be denied as a duplicate claim.

m  Failing to indicate the TCN on the paper claim form adjustment. This will cause Medical
Assistance to be unable to complete the request.

m  Adjusting the wrong claim or claim line. This could result in unexpected results with the claim
and payment.

m  Failing to click the “OK” button on the Submitted Claim Details screen will result in the claim
not being sent to Medical Assistance.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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7. Creating a Template Claim

ProviderOne allows a provider to create and save a template of a claim for services they may be billing
for a client on a weekly, bi-weekly, or monthly basis. When creating a DDE template, the provider can
add as much claim information to the template as they need or want however the system does require a
minimum of information to be able to save the template. The minimum required information is:

= A Template Name

= Answer the questions on the DDE screen

= [faclosed data field is opened then additional information may be required
Once saved a template can be used to submit a claim and the template can be used over and over again
to create claims. The template can be edited and resaved or deleted if no longer useful. Many
templates can be created and saved. The next chapter is about submitting a template claim.

Create a template (s) using the DDE screens.

e Log into ProviderOne with the EXT Provider Claims Submitter or EXT Provider Super User
profile.

e From the Provider Portal, click on the Manage Templates hyperlink

Online Services:

Claims

Claim Inquiry

Claim AdjustmentVoid

On-line Claims Entry

On-line Batch Claims Submission (837)
Resubmit Deniedoided Claim
Retrieve Saved Claims

Manage Templates _

Create Claims from Saved Templates
Manage Batch Claim Submission

At the Create a Claim Template screen providers can perform many actions with a template.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Create a Template

[Close Jlaad]

Create a Claim Template

Type of Claim: Instkutonal )] +  <4mmm

Claims Template List
[Edt [[view |[Delete |[Save As/Copy]| Create Batch | Create Batch All| | Auto Batch |

Filter By -/ =l | B And| | | (o]
| = | r.mp‘u'.m I Iy.:e l Lost Updated By I Last Updated Date

No Records Found !
IViewnoPaoel Next >> ll Ool Page Count l SaveToXLS |

= First, start building a template by choosing which type of template is desired then click on the Add
button.

= Pick a name for the template. Use a name that describes a service or use the client’s name. It is best not
to use a template name that uses alpha/numeric characters that are common to all templates which
would make the template difficult to sort from a list of many templates.

Ccsg Save Template _.Qr_e:_

Professional Claim:

Note: asterisks (*) denote required fields.
Basic Claim Info Other Claam Info
3 Provider | Subscriber | Claim | Service

* Template Name:

A TLOR

Go to Other Claim Info to enter wformation for prowvders other than the Bdling Prowvwders
BILLING PROVIDER

Prowwder NPT : = Taxonomy Code:

= Fill in as many data fields as possible. If the template is for a client that receives specific services
monthly then fill in all fields except the dates of service. If the template is service specific then fill in all
the service information and leave off the client information and dates of service.

= Once the template is complete and ready to save click on the Save Template button. The system will
ask to verify saving the template.

| Close | Save Tﬁmplﬁ:srl Reset | Windows Internet Explorer
Institutional Claim:

@ Do you wart to save the Template?
Mote: asterisks (*) denote required figlds.

Basic Claim Info Other Claim Info I K, I Cancel |

Note: If ProviderOne returns the error message “Warning: Template Name already

exits, please enter a unique name” could be caused by one of two things:

= A template has been created with this name in the providers domain; or

= ProviderOne found the template name already exited in history.
If the template is truly a new one for the domain, simply add a number like 1 or 2 to the end of
the template name and try to save again.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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returns to the Claim Template screen adding the template to

Cloge | A |

Create a Clalm Templais

Type of Claim:

| EETTrr] =] =

Clalim Template |
|Ecit ||t | Dotnte | Sarem fafCogry || Crests Batch

Filter By -1TH‘IHF T 4|[nlmnv-u

Croste Batch Al | | Auto Babch

]

andl =l

s

-~ 'I'-n‘:‘ld'-h.- Ham Lwit L'Ed:-dlr L-ﬂlﬁ-ﬂl‘lﬂ-
r T Smith Iremhib fured o ary N0 O
Aeang Pace 1 T | T ReesTenLiE ]
= Add as many templates as needed.
= Create new ones using the above method or;
= Copy the saved template then edit it
Copy a Template

= Tocopy atemplate, click on the v box n

ext to the template name

[ Close |[add ]

Create a Claim Template

Type of Claim: Irstitutonal

Claims Template List 'v
[Ecit || wiow |[Detete |[Save AsiCopy|[ Create Batch || Create Batch ARl | [ Auto Batch |

Filter By :[Temoiste Type =] [instiusionsl | And|[ =il [ ol
- I.mp:n:llmn Ty Last u:a:uasy Last llp:!l:ed Date
¥ [ iohnsmith o nistutional Garyhd 105272010 |
| vheswing Page 1 ||_—-— | F it | sawatTexis |
= Then click on the Save As/Copy button
= The system now displays the DDE screen with the template information except the template hame.
Name this template and change any data as needed then save the template. Build as many templates as
required using this method.
View a Template

= To view a template, click on the W box n

ext to the template name
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Closn || Add
Create a Claim Template
Type of Claim: [iretentcns =] =
Claims Template List
[Ect |[viow |[Coieze |[Save AsiCopy|[ Create Batch | Create Batch Al | [ Aute Bazch |
Fillm"" [Teraiate Type =] [nsteuscn | And[— =] I =
— Tanaplats Hanwe Ty Last Lipdated By Last Lgpadatad Dato
T4 - . - v
John Smith st bl Goaryfa VOO0
- | Jane Dos st botacnial Gary P 102r201 0
I Unicle Samn sttt Garyha ORI 0
r Susan Madigan IrstButicnnl Gary 1Or22010
r Lisa Fia st G ary i 10722010
r Raberts Thom as st B el Goary b VOO
- Mickey Dee st sl Gary TR0
F || Ben Frankin sttt Gy P 1000
i P — ] - P— i | sawwtexis |

= Then click on the View button
= The system now displays the DDE screen with the template information and all the template data is
grayed and cannot be edited.
Delete a Template

= Todelete a template, click on the v box next to the template name

| Slose |[add]

Create a Claim Template
Type of Claim: quuw -l -

Claims Template List
[Ecit |[weer |[Deiete |[Save AsiCopy][ Create Batch |[ Create Batch Al | [ Auto Batch |

Filter By - —— || | P | I— | [S=]
= Rl o Inkernet Explorer 3 g T g b
- John Smith 102201 0
= Jane Dot :i:) Are you sure, Do you want ko delete the selected Templater e
— Uncle Smm 1OI2AI010
— Suzan Madgan r-‘_ol—;__] Carmcel I 1 CF2F0 O
r Liza Fax 120N 0
— Roberta Thomas st ol Gary i 10272010
— Mickey Dee ) Garyi 102N 0
I~ Ben Frankin nsteLesonel Garyia 10201 0

™ Page 1 | Hed Il yo | iEwws ¢ | sawerexis |

= Then click on the Delete template button
= Clicking on the OK button deletes the template

Edita Template

= To editatemplate, click on the v box next to the template name
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Close | Add
Create a Claim Template
Type of Claim: [retetons . =]
Claims Template List
£k | View | Delete | Save As/Copry || Creste Batch || Create Batch AS || Acro Batch
[ | ] O — I -
“m loﬁv:d:m I.,p'. Last I&:‘:.O.i
> John Smath Lt o S Gary it
= Jane Doe e scred Garyt
r Unde Sam ettutored Garyh
r Susan Madigan et ol Gyt
5 Liza F s rateu ol Garyh
- Roberta Thom as Lt Y ] Garyt
r Mickey Dee LY ] Garyta
~ Ben Franblin roete e GarytA
| Viewarg Paoe 1 ﬂ‘—- | | saverous |
= Then click on the Edit button

The system now displays the DDE screen with the template information available to edit and be
changed or updated as needed.

&
= Note: When building and saving a template ProviderOne will ignore some of the system rules i.e. not all
asterisk (required) fields need data entered.

m Choosing the wrong profile after logging into ProviderOne.
m Choosing the wrong claim type for the template.

m Using common starting characters in naming the template. Makes it difficult to sort to find a
template on a large list.
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8. Submitting a Template Claim or a Batch of
Template Claims

Providers that bill reoccurring services for a client or clients may want to use a claim template to create
and submit those claims.

ProviderOne also allows institutional providers to build batches of templates into a batch of claims
instead of submitting a single claim template one at a time.

Submit a Single Claim from a Template

= Log into ProviderOne with the EXT Provider Claims Submitter or EXT Provider Super User
profile.

= From the Provider Portal, click on the Manage Templates hyperlink

Online Services:

Claims

Claim Inquiry

Claim Adjustment/\Void

On-ine Claims Entry

On-ine Batch Claims Submission (837)
Resubmit Denied\/oided Claim

Retrieve Saved Claims

Manage Templates

Create Claims from Saved Templates _
Manage Batch Claim Submission

= ProviderOne should display the Create Claim from Saved Templates List screen.
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[ Close |
Create Claim from Saved Templates List:
Fiter By ;[ +]| | UL | — | [Go)
e real i -
John Smith nsteutonsl GaryM 10/2/2010
Jane Doe nattutionst GaryM 10422010
Uncle Sam Insttutionsl GaryM 10/2/2010
Susan Madigan nstb.gionsl GaryM 10/2j2010
Lisa Fax nsttutonal GaryM 10/2/2010
Roberta Thomas noteutoos GaryM 10/2/2010
Mickey Dee nsteutonsd GaryM 10/2/2010
v [VowngPoge1 Wea> [ Go| Pasecount | saverexss |

= The list of templates can be sorted if it is huge by a couple of methods:
o Use the Filter By boxes to find a specific template or;

o  Use the sort tool (little diamonds) under each column title which sort from top to bottom or

bottom to top.
= Click on the template name hyperlink which loads the template in the DDE screen.

Close || Sawve Claim || Submit Claim || Reset |

[nstitutional Claim:

Mote: asterisks (*) denote required fields.

Basic Claim Info Other Claim Info
Billing Provider | Subscriber | Claim | Service

PROVIDER INFORMATION
Fo to Other Claim Info to enter information for providers other than the Billing Providers.
BILLING PROVIDER

* Prowvider NPI: |1821159288 *  Tawonomy Code: |[192200000x

BUBSCRIBERF/CLIENT INFORMATION
SUBSCRIBER,/CLIENT

Additional Subscriber/ Client Information

" OrgfLast Name: First Name: |JDHN

= At the DDE screen finish filling in the claim data.
= Once all the data is entered the claim can be saved or submitted to ProviderOne.

= If submitting the claim, ProviderOne will ask if back up is being sent. If sending back up complete that

process.

= Click on the OK button to submit the claim.

= Go back to the Create Claim from Saved Templates List screen if another claim needs to be
submitted using a template.

Submit a Batch of Template Claims

ProviderOne has the ability to identify and gather a group of claim templates together to create a batch of
templates for submission into the system as a batch of claims. This process has these basic requirements:
= All claim types must be the same in the batch(i.e. professional, dental, or institutional)
= All batch templates will be for the same date of service (or date span)
= The billed amount could be the same on each claim template (based on the date(s) of service)
= Each claim template units will be the same (calculated based on the date(s) of service)

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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A detailed explanation of the process is beyond the capacity of this publication however the ProviderOne
Managing Claims system manual has a complete overview of the process. Nursing Home providers
submitting Institutional claims have a detailed webinar and presentation slide show demonstrating the complete
process. Other provider types wanting to use the process would follow the same steps however they may be
using a different claim form.
The basic process outline includes:
= Log into ProviderOne and go to Manage Templates
= At the Claims Template List screen there are 3 options to create a batch of claim templates:
e Create Batch
e Create Batch All
e Auto Batch
At the Batch Claim Attributes screen assign the From-To dates of service then build the batch
Each batch is assigned a batch number
Now at the portal page switch to the Manage Batch Claim Submission hyperlink
At the Batch Claim Submission Status List page check the status of a batch. Status can be:
Waiting
In Process
Failed in Validation
Passed Validation
e  Submitted for Claims Loading
= Only template batches that have Passed Validation can be submitted as claims
= Submitted Passed Validation batches are now in Submitted for Claims Loading status. Claims are
assigned a TCN and start processing in ProviderOne. This template batch is then auto purged from the
list page.

m Forgetting to change a data element that needed changing on a template. Could result in a denied
claim or an overpaid claim.

= Trying to submit a batch of templates that are different claim types.

= Not keeping track of the batch number for specific template batch service.

m Trying to submit a batch of templates that have not passed validation.
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Appendix I: Completing the Claim Form CMS-1500

The 1500 Claim Form is a universal claim form and is the “approved” form that must be used when
billing for professional services. Approved forms will say “Approved OMB-0938-0999 FORM CMS-1500
(08-05)” on the bottom right hand corner. The numbered boxes on the claim form are referred to as fields.
A number of the fields on the form do not apply when billing the Agency. Some field titles may not

reflect their usage for a particular claim type.

Field

Name

Action

la

ProviderOne Client ID

Enter the ProviderOne Client ID (example 123456789WA).

Patient’s Name

Enter the last name, first name, and middle initial of the client
receiving services exactly as it appears on the client services card
or other proof of eligibility. If billing for a baby on mom’s ID
enter the baby’s name here. If the baby is un-named use the
mom’s last name and “baby” as the first name.

%?j Note: be sure to insert commas separating sections of the
name!

Patient’s Birthdate
Patient’s Sex

Enter the client’s birthdate in the following format:
MMDDCCYY. Do not include hyphens, dashes, etc.
Enter the patient’s sex (gender).

If billing baby on mom’s ID enter the baby’s birth date instead.
If billing baby on mom’s ID enter the baby’s sex here.

Insured’s Name

When applicable. If the client has health insurance through
employment or another source (e.g., private insurance, Federal
Health Insurance Benefits, TRI-CARE, or TRI-CAREVA) enter
the name of the insured here. Enter the name of the insured
except when the insured and the client are the same — then the
word Same may be entered.

Patient’s Address

Enter the address of the client who received the services (the
person whose name is in Field 2.)

Patient Relationship to Insured

Check the appropriate box.

Insured’s Address

Enter the address of the insured.

Other Insured’s Name

If there is other (primary) insurance (Field 11d), enter the last
name, first name and middle initial of the person who holds the
other insurance. If the client has other insurance and this field is
not completed, payment of the claim may be denied or delayed.

%9a

Other Insured’s Policy or Group
Number

Enter the other insured’s policy or group number.

9b

Other Insured’s Date of Birth and
Gender

Check the appropriate box for the insured’s gender and enter the
birthdate in the following format: MMDDCCY'Y. Do not include
hyphens, dashes, etc.

9d

Insurance Plan Name or Program
Name

Enter the insurance plan name or program name (e.g., the
insured's health maintenance organization, private supplementary
insurance).

Please note: Medical Assistance, Medicaid, Welfare, Provider
Services, Healthy Options, First Steps, and Medicare, etc., are
inappropriate entries for this field.
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Field Name Action
Patient’s Condition Related To Check yes or no to indicate whether employment, auto accident or
10 other accident involvement applies to one or more of the services
described in Field 24. Indicate the name of the coverage source in
field 10d (L&I, name of insurance company, etc.).
Insured's Policy Group or FECA Primary insurance, when applicable. This information applies to
(Federal Employees the insured person listed in Field 4. Enter the insured's policy
11 Compensation Act) Number and/or group number and his/her social security number. The data
in this field will indicate the client has other insurance coverage
and Medicaid is the payer of last resort.
Insured’s Date of Birth and Check the appropriate box when applicable for the insured’s
11a Gender gender and enter the birthdate if different from field 3 in the
following format: MMDDCCYY. Do not include hyphens,
dashes, etc.
Insurance Plan Name or Program | When applicable, show the insurance plan or program name to
11c | Name identify the primary insurance involved. (Note: This may or may
not be associated with a group plan.)
Is there another Health Benefit Required if the client has other insurance. Indicate yes or no. If
Plan? yes, you should have completed Fields 9a.-d. If the client has
11d insurance, and even if you know the insurance will not cover the
service you are billing, you must check yes. If 11d is left blank,
the claim may be processed and denied in error.
14 Date of Current IlIness, Injury, or | If applicable, enter the date in the following format:
Pregnancy MMDDCCYY. Do not include hyphens, dashes, etc.
15 If Patient Has Had Same or If applicable, enter the date in the following format:
Similar Iliness MMDDCCYY. Do not include hyphens, dashes, etc.
16 Dates Patient Unable to Work in If applicable, enter the date in the following format:
Current Occupation MMDDCCYY. Do not include hyphens, dashes, etc.
17 Name of Referring Physician or When applicable, enter the referring physician or Primary Care
Other Source Case Manager (PCCM) name. (Last Name, First Name)
ID Number of Ordering/Referring | When applicable, enter the NPI number of the ordering/referring
Physician physician. The provider reported here must be enrolled as a
17b Washington State Medicaid provider.
When billing for services provided to PCCM clients:
Enter the National Provider Identifier (NPI of the PCCM who
referred the client for the service(s).
18 Hospitalization Dates Related to If applicable, enter the date in the following format:

Current Services

MMDDCCYY. Do not include hyphens, dashes, etc.
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Field

Name

Action

19

Reserved for Local Use

This field is used for comments that require a Medical Assistance
claims specialist to review a claim before payment is made. To
make any of the following comments, put “SCI=" and the
corresponding letter on the list below:

e B-BABY ON MOMS CLIENT ID
o Use Twin A, Twin B; Triplet A,
Triplet B, Triplet C when applicable.

e F—ENTERAL NUTRITION — CLIENT NOT
ELIGIBLE FOR WIC

e H-CHILDREN WITH SPECIAL HEALTHCARE
NEEDS

e | -INVOLUNTARY TREATMENT ACT (ITA)
(Legal Status)

e K -NOT RELATED TO TERMINAL ILLNESS
(Hospice Client)

e V-VOLUNTARY TREATMENT (Legal Status)

e Y- SPENDDOWN AMOUNT (and list the amount)

This is also the location to put NDCs, if applicable. Indicate what
line the NDC is for by putting “LN#” before the NDC

Note: Baby on Mom’s Client ID can only be used during the first
60 days of baby’s life.

20

Outside Lab?

If applicable, check the appropriate box and enter charges.

21

Diagnosis or Nature of IlIness or
Injury

Enter the appropriate diagnosis code(s) in areas 1, 2, 3, and 4.

22

Medicaid Resubmission

When applicable. If this billing is being submitted beyond the
365-day billing time limit, enter the TCN that verifies that the
claim was originally submitted within the time limit. (The TCN
number is the claim number listed on the Remittance and Status
Report.)

Also put TCN numbers in this field for adjusting or voiding
claims. They must be in the following format:

= 7-300629600000340000-(replace/adjustment)

= 8-300629600000340000 (void/cancel)

23

Prior Authorization Number

When applicable. If the service or hardware being billed requires
prior authorization, enter the assigned number.

24a

Date(s) of Service

Enter the "from" and "to" dates of service.

24b

Place of Service

Enter the appropriate two digit code. For example:

11- Office

31- Skilled Nursing Facility

32- Nursing Facility

The Agency requires that a valid two-digit place of service be
indicated that accurately reflects the place of service. Claims with
inaccurate place of service designations will be denied.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Field

Name

Action

24d

Procedures, Services or Supplies
CPT/HCPCS

Enter the appropriate procedure code for the service(s) being
billed. When appropriate enter a modifier(s).

24e

Diagnosis Pointer

Enter the diagnosis pointer by entering a 1, 2, 3, or 4. The first
diagnosis should be the principal diagnosis. Follow additional
digit requirements per ICD-9-CM. Do not enter the actual
diagnosis code in this field. Please do not enter a comma or any
other punctuation in this field.

24f

Charges

Enter your usual and customary charge for the service performed.
If billing for more than one unit, enter the total charge of the units
being billed. Do not include dollar signs or decimals in this field.
Do not add sales tax. Sales tax is automatically calculated by the
system and included with the remittance amount.

249

Days or Units

Enter the total number of days or units for each line. These figures
must be whole units.

24i

ID Qualifier

Enter the taxonomy qualifier ZZ if applicable.

24j

Rendering Provider ID#

If applicable~
Reference (Outside) Laboratory

Enter the taxonomy code in the top half of the field for the
rendering provider if applicable. Enter the NP1 for the rendering
provider in the bottom half of the field. This information is only
needed if it is different than fields 33a and 33b. For more
information on taxonomy codes, please see Appendix L.

The rendering provider must be enrolled as a Washington State
Medicaid provider prior to start of treatment.

Enter the NPI number of the reference (outside) laboratory here.

25

Federal Tax ID Number

Enter in the Federal Tax ID or Social Security number and
indicate via the check boxes which number is being used.

26

Patient's Account Number

Not required (optional field for your internal purposes). Enter
alpha and/or numeric characters only. For example, a medical
record number or patient account number. This number will be
printed on your Remittance and Status Report (RA) under the
heading Patient Account Number.

27

Accept Assignment?

Check the appropriate box.

28

Total Charge

Enter the sum of all charges indicated in Field 24F. Do not use
dollar signs or decimals in this field.

29

Amount Paid

If there is insurance payment, show the amount here, and attach a
copy of the insurance EOB. If payment is received from a
source(s) other than insurance, specify the source in Field 10d. Do
not use dollar signs or decimals in this field or put prior Medicare,
Medicare Advantage, or Medicaid payments here.

30

Balance Due

Enter total charges minus any amount(s) in Field 29. Do not use
dollar signs or decimals in this field.

32

Service Facility Location
Information

Enter the location address if different from Field 33
e Enter the location NPI
e Enter the location Taxonomy. For more information on
taxonomy codes, please see Appendix L.
This field is required for Sleep Centers, Birthing Facilities, and
Centers of Excellence when the location of service is different
from the billing NPI’s location.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Field Name Action
Physician's, Supplier's Billing Enter the provider’s Name and Address on all claim forms.
33 Name, Address, Zip Code And e Enter the Billing Provider NPI
Phone # e Enter the Billing Provider Taxonomy. For more
information on taxonomy codes, please see Appendix L.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix J: Completing the Claim Form UB-04

The following instructions explain how to complete the UB-04 claim form and the “approved” form must
be used when billing. The form will say “Approved OMB No. 0938-0997” on the bottom left hand corner.
The instructions should be used to supplement the information in the National Uniform Billing
Committee (NUBC) official UB-04 Data Specifications Manual. For fields that are situational and for
code usage details not covered below please refer to the NUBC Manual.

%

&

= Note: This guide applies only to paper UB-04 claims submitted to Medical Assistance. For
information on HIPAA-compliant 837 transactions, please consult the appropriate companion documents
for 837 transactions available on the Agency HIPAA website.

&
= Note: All claims submitted to Washington State Medicaid to the ProviderOne system will require a
taxonomy code for the Billing Provider. In form locator 81, Code B3 (qualifier) is to be entered in first (small)
space and the provider taxonomy code is to be entered in the (second) large space. The third space should be
blank.

Form

Locator Name Action

Billing Provider Name Line 1: Provider Name

Line 2: Street Address or Post Office Box
Line 3: City, State, and Zip Code plus 4
Line 4:Telephone (& Fax)

2 Pay-to Name and Address Report only if different than form Locator 1.

Patient Control Number Enter patient’s unique (alpha and/or numeric) number assigned by
3a the provider. This number will be printed on the Remittance and
Status Report (RA) under the heading Patient Account Number.

Medical/Health Record Number | Optional item. Enter alpha and/or numeric characters only. This

3b entry is not returned on the RA.

Type of Bill ProviderOne uses the Type of Bill for adjudication and pricing. The
ProviderOne recommended TOBs are:

Hospice 81X, 82X
Home Health 32X, 33X, 34X
Kidney Center 72X

Inpatient Hospital 11X
Outpatient Hospital 13X

Nursing Home 21X

Swing Bed 18X

FQHC Crossover 77X

RHC Crossover 71X

5 Federal Tax Number Enter the federal tax identification number.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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AL Name Action
Locator
6 Statement Covers Period Enter the from and through dates of service (MMDDCCYY).
Overlapping fiscal/calendar years do not require split billing.
8a Patient Name/Identifier Enter the patient’s ProviderOne Client ID. (123456789WA)
Patient Name/Identifier Enter the last name, first name, and middle initial of the client

receiving services exactly as it appears on the client services card or
other proof of eligibility. If billing for a baby on mom’s ID enter

8b the baby’s name here. If the baby is un-named use the mom’s last
name and “baby” as the first name.

%’j Note: be sure to insert commas separating sections of the

name!
9 Patient Address Enter the address of the client who received the services.
Birthdate Enter in the patient’s date of birth in the following format:
10 MMDDCCYY. (Example: 05102003 for May 10, 2003.) If billing
baby on mom’s ID enter the baby’s birth date instead.
1 Sex Indicate if the patient is male (M) or female (F). If billing baby on
mom’s ID enter the baby’s sex here.
12 Admission Date Indicate the start date of Admission.
Admission Hour Enter the code for the hour of admission converted to 24 hour time
as shown below:
CODE TIMEAM CODE TIMEPM
00 12:00-12:59 12 12:00-12:59
(Midnight) (Noon)
01 01:00-01:59 13 01:00-01:59
02 02:00-02:59 14 02:00-02:59
03 03:00-03:59 15 03:00-03:59
13 04 04:00-04:59 16 04:00-04:59
05 05:00-05:59 17 05:00-05:59
06 06:00-06:59 18 06:00-06:59
07 07:00-07:59 19 07:00-07:59
08 08:00-08:59 20 08:00-08:59
09 09:00-09:59 21 09:00-09:59
10 10:00-10:59 22 10:00-10;59
11 11:00-11:59 23 11:00-11:59
Refer to the NUBC manual for more information.
14 Priority(Type) of Visit Required when patient is being admitted to the hospital for inpatient
services. Refer to the NUBC manual for more information.
Admission Source Indicate the source of referral for admission or visit. Refer to the
NUBC manual for more information.
15

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Form

Locator Name Action

Discharge Hour Enter the hour of discharge. Refer to the 24-hour time as shown in the
16 coding table for Form Locator 13 and the NUBC manual for more
information.

17 Status Enter the code indicating patient status as of the discharge date. Refer
to the NUBC manual for more information.

Condition Codes See NUBC Manual for Codes other than below:
Washington State assigned Condition Codes:

Trauma: Qualified Trauma cases are identified by the following
Codes

TP Indicates a pediatric client (through age 14 only)

18-28 with an Injury Severity Score (ISS) in the range of
9-12

TT  Indicates a transferred client with an ISS that is less
than 13 for adults or less than 9 for pediatric clients

TV  Indicates an ISS in the range of 13 to 15

TW  Indicates an ISS in the range of 16 to 24

TX Indicates an ISS in the range of 25 to 34

TY  Indicates an ISS in the range of 35 to 44

TZ Indicates an ISS of 45 or greater

29 Accident State If applicable, enter the state in which the accident occurred. (Example:
OR, CA etc.)

31-34 Occurrence Code and Dates Refer to the NUBC manual for more information. Not required on a
Hospice, Kidney center, Home Health or SNF claims.

Occurrence Span Codes and Refer to the NUBC manual for more information.

35-36 Dates

Responsible Party name and Enter the information for the claim addressee.

38 address

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Form
L_ocator

Name

Action

39-41

Value codes and Amounts

See NUBC Manual for Codes other than below:

Value Code 66 for EMER patient liability on Inpatient Hospital
claims, then enter the Patient Participation Amount. .

Value Code 66 for Spenddown on Institutional Hospital claims,
then enter the Patient Participation Amount

Value Code 24-Enter this code in the code field with the Patient
Class immediately following in the amount field. See page C.1 in
the Nursing Facilities billing instructions for valid Patient Class
codes. (e.g., 20.00=class code 20).

Value Code 31-Enter this code in the code field with the Patient
Participation amount for the entire month immediately following in
the amount field. (Nursing Home claims only.)

Value Code 54 - Enter this code in the code field with the newborn
birth weight in grams in the amount field (no decimals). Right justify
the weight in grams to the left of the dollars/cents delimiter. (If billing
software requires the decimal in Value Code field, enter the weight in
grams then decimal point 00. Example 2499.00)

42

Revenue Code

Revenue Codes must be valid for the Type of Bill or facility. For

example, revenue code usage for Hospice may differ from a

hospital.

a. For Hospice, Home Health, Kidney Center and Nursing
Home billing see the individual Billing Instructions.

b. For Inpatient and Outpatient Hospital services see Medical
Assistance Revenue Code Grid.

C. On the final page of your claim, form locator 42, line 23 will
require rev code 0001 with your claim total in form locator 47 line
23.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Form
L_ocator

Name

Action

43

Description

Enter a written description of the related revenue categories included on
the bill.

The Agency is collecting NDC information on Centers for
Medicare and Medicaid Services designated, physician
administered drugs in the outpatient hospital setting and for Kidney
Centers (revenue Codes 0634-0637 drugs with procedures).

See the Physician Related MPG for the description of the NDC
reporting format criteria.

When reporting a drug, enter identifier N4, the eleven-digit NDC
code, Unit Qualifier, and number of units from the package of the
dispensed drug for the specified detail line. Do not enter a space,

hyphen, or other separator between

N4, the NDC code, Unit Qualifier, and number of units.

Refer to the NUBC manual for more information.

44

HCPCS/RATE/HIPPS Codes

When applicable, enter the HCPCS/CPT/RATE codes.

Outpatient HCPCS — see Revenue Code Grid for Revenue
code/HCPCS combination requirements.

Inpatient Rates — required when a room and board revenue code is
reported

Modifiers are entered in this field when applicable attached to the
qualifying code line.

45

Service Date

Required on outpatient hospital, Kidney Center, Hospice, Nursing
Home, and Home Health claims. On each line, enter the date of service.

46

Service Units

Enter the units of service for each revenue code. Please do not use
decimal points. (e.g. 1 unit=1)

47

Total Charges

Enter the total charge for each revenue code or procedure code entry.

Line 23: This entry must be the sum of the individual charges.

48

Non-Covered Charges

Enter the amount required by contract with the Agency.

Enter charges for non-covered services performed during the stay or
charges paid by another payer (Medicare) when all services must be
reported on the inpatient claims.

50 a-c

Payer Name

Enter Washington Medicaid for the Medicaid payer identification.
Enter the name of the third party payer if applicable:

50a—Primary Payer.

50b-Secondary Payer.

50c—Tertiary Payer

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Form
L_ocator

Name

Action

51

Health Plan ID

For Washington Medicaid leave blank. Enter the health plan
identification number (if known) in 51 a, b, ¢ depending on whether the
insurance is primary, secondary, or tertiary.

52 a-c

Release of Information
Certification Indicator
Required

Indicate whether the patient or patient’s legal representative has
signed a statement permitting the provider to release data to other
organizations.

The Release of Information is limited to the information carried on
the claim.

I = Informed Consent to Release Medical Information.

(Required when the provider has not collected a signature and state
or federal laws do not supersede the HIPAA Privacy Rule by
requiring a signature be collected.)

Y = Yes, Provider has a Signed Statement Permitting Release of
Medical Billing Data Related to a Claim.

Refer to the NUBC manual for more information.

53 a-c

Assignment of Benefits
Certification Indicator
Required

No data available.

54 a-c

Prior Payments

Enter the amount that has been received (if any) toward payment of
the claim from an insurance carrier prior to billing the Agency.

55

Estimate Amount Due

The amount estimated by the provider to be due from the indicated
payer (estimated responsibility less prior payments)

56

NPI

Enter the NP1 for the billing provider. For more information on
taxonomy codes, please see Appendix L.

57 a-c

Other Billing Provider ID

A unique identification number assigned to the provider submitting the
bill by the health plan. Not Required. Agency does not assign nor
require unigue identification number other than NPI.

58 a-c

Insured’s Name

Enter the insured’s last name, first name, and middle initial exactly
as it appears on the client services card or other proof of eligibility.

%% Note: be sure to insert commas separating sections of the
name!

If the recipient is covered by insurance other than Medicaid, enter
the name of the individual in whose name the insurance is carried.

Carry through the payer line scheme reported in Form Locator 50
A-C.

Refer to the NUBC manual for more information

59 a-c

Patient’s Relationship to Insured

Enter 18 when the subscriber is the same person as the patient. If
the subscriber is not the same person as the patient, do not use this
field.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.

136



http://www.nubc.org/index.html
http://www.nubc.org/index.html

ProviderOne Billing and Resource Guide

Form
L_ocator

Name

Action

60 a-c

Insured’s Unique ID

Enter all of the insured’s unique identification numbers assigned by any
payer organizations.
Carry through the payer line scheme reported in Form Locator 50 A-C.

Enter the ProviderOne Client ID exactly as it appears on the Medicaid
ID card or other proof of eligibility. Example: 123456789WA).

Refer to the NUBC manual for more information

61 a-c

Group Name

Refer to the NUBC manual

62 a-C

Insurance Group Number

Refer to the NUBC manual

63 a-c

Treatment Authorization Codes

Enter the Prior Authorization (PA) number issued by the Agency or
Expedited Authorization Number (EPA) located in the appropriate
program billing instructions for the billed service if required.

Carry through the payer line scheme reported in Form Locator 50 A-C

If the claim meets the qualifications for Medical Inpatient Detox (MID)
use the following EPA numbers. Please see the Inpatient Hospital
Billing Instructions for additional information.

e Acute alcohol detoxification use 870000433
e Acute drug detoxification use 870000435

64 a-c

Document Control Number

When applicable. If this billing is being submitted beyond the 365-
day billing time limit, enter the TCN that verifies that the claim was
originally submitted within the time limit. (The TCN number is the
claim number listed on the Remittance Advice.)

Also put TCN numbers in this field for adjusting or voiding claims.
They must be in the following format:

= 7-300629600000340000-(replace/adjustment)
»  8-300629600000340000 (void/cancel)

65 a-c

Employer Name

If applicable, enter the employer name of the insured.

Carry through the payer line scheme reported in Form Locator 50 a-c.

66

Diagnosis and Procedure Code
Qualifier

Required.

Enter the qualifier that identifies the version of the International
Classification of Diseases (ICD) reported:

9 — Ninth Revision

0 — Tenth Revision

67

Principal Diagnosis Code

Principal Diagnosis Code (the condition established after

study to be chiefly responsible for causing the use of facility

services) Required:

e Present on Admission (POA) Indicator - See NUBC Manual for
usage guidelines

¢ Review the Inpatient billing instructions for additional information
http://www.hca.wa.gov/medicaid/billing/pages/hospital _inpatient.a

SpX

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.

137



http://www.hca.wa.gov/medicaid/billing/pages/hospital_inpatient.aspx
http://www.hca.wa.gov/medicaid/billing/pages/hospital_inpatient.aspx
http://www.hca.wa.gov/medicaid/billing/pages/hospital_inpatient.aspx
http://www.hca.wa.gov/medicaid/billing/pages/hospital_inpatient.aspx

ProviderOne Billing and Resource Guide

Form
L_ocator

Name

Action

67a-q

Other Diagnosis Codes

Enter the most specific ICD diagnosis codes that correspond to
additional conditions that co-exist at the time of service or affect
the length of stay.
e For newborns, include the appropriate birth weight code
(765.11 to 765.199)
e POA Indicator for applicable secondary diagnosis
o Refer to the NUBC manual for more information

69

Admitting Diagnosis Code

Enter the presenting symptom (diagnosis) and the reason for the
patient’s visit.

Refer to the NUBC manual for more information

70a-c

Patient’s Reason for Visit

Refer to the NUBC manual for more information

72a-c

External Cause of Injury

Refer to the NUBC manual for more information

74

Other Procedure Codes and Date

Inpatient: Enter the code identifying the principal ICD surgical or
obstetrical procedure and the date on which either was performed.
Enter the date in MMDDY'Y format

Refer to the NUBC manual for more information

7T4a-e

Other Procedure Codes and Date

Inpatient: Enter the codes identifying all other significant
procedures performed during the billing period covered by the
claim and the dates on which the procedures were performed.

Refer to the NUBC manual for more information

76

Attending Provider Name and
Identifiers

Enter the NPI number for the attending physician (the physician
primarily responsible for the care of the patient) or the resident
physician. The NPI number of the Advanced Registered Nurse
Practitioners (ARNPs) may also be reported in this form locator if
they were primarily responsible for services in the hospital setting.

Report in this Form Locator the NPl number of the physician
ordering lab tests or X-ray services.

Note: All providers reported here must be enrolled as a Washington
State Medicaid Provider.

77

Operating Physician Name and
Identifiers

Required. Enter the NPI number for the operating physician when a
surgical procedure code is listed on the claim.

Note: All providers reported here must be enrolled as a Washington
State Medicaid Provider.

78-79

Other Provider (Individual)
Name and Identifiers

Enter the NP1 number of other treating providers or the referring
provider. Enter the NPI number for a Primary Care Case Management,
or Skilled Nursing Facility.

Note: All providers reported here must be enrolled as a Washington
State Medicaid Provider.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Form
L_ocator

Name

Action

80

Remarks

Enter any comments that would help in processing a claim for payment.
Possible comments include:

= SCI =B - Baby on Moms ID

= SCI =l - Involuntary Treatment Act (ITA)

= SCI =V —Voluntary Treatment

=  Twin A, Twin B; Triplet A, Triplet B, Triplet C when using
baby on moms 1D

Note: Baby on Mom’s Client ID can only be used during the first
60 days of baby’s life.

Refer to the NUBC manual for more information.

81 ad

Code-Code

The Billing provider’s NPI entered in Form Locator 56 is mapped
to a taxonomy code (S) that is needed to identify the provider in the
ProviderOne claims processing system. The provider must enter
qualifier code B3 and the reported taxonomy code in this Form
Locator that corresponds to the service billed on this claim.

For any other code qualifiers, please refer to the NUBC manual.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix K: Completing the Claim Form 2006 ADA Dental Form

Field Name Action
2 Predetermination/Preauthorization | Place the required prior authorization number or EPA number in this
Number field.
3 Company/Plan Name, Address, Enter the claims address for the Health Care Authority.
City, State, Zip Code
4 Other Dental or Medical Check the appropriate box.
Coverage
5 Name of Policyholder/Subscriber | If different from the patient, enter the name of the subscriber.
(Last, First, Middle Initial, Suffix)
6 Date of Birth Enter the subscriber’s date of birth. Hyphens, dashes, etc. are not
needed.
8 Policyholder/Subscriber Identifier | Enter the subscriber’s SSN or other identifier assigned by the payer.
(SSN or ID#)
9 Plan/Group Number If the client has third party coverage, enter the dental plan number of the
subscriber.
10 | Relationship to Primary Check the applicable box.
Policyholder/Subscriber
Other Insurance Company/Dental | Enter any other applicable third party insurance.
11 | Benefit Plan Name, Address,
City, State, Zip Code
12. Policyholder/Subscriber Enter the last name, first name, and middle initial of the client
Name (Last, First, Middle Initial, | receiving services exactly as it appears on the client services card or
12 Suffix), Address, City, State, Zip | other proof of eligibility.
Code %‘;«\ ) _ _
= Note: be sure to insert commas separating sections of the name!
13 | Date of Birth (MMDDCCYY) | Enter the client’s date of birth. Hyphens, dashes, etc. are not needed.
14 | Gender Check the applicable box.
15 | Policyholder/Subscriber Identifier | Enter the patient’s ProviderOne Client ID  (123456789WA)
(SSN or ID#)
16 | Plan/Group Number Enter the subscriber’s group Plan or Policy Number.
18 Relationship to Check the appropriate box.
Policyholder/Subscriber
Name (Last, First, Middle Initial, | Enter the last name, first name, and middle initial of the client
Suffix) Address, City, State, Zip | receiving services exactly as it appears on the client services card or
20| Code other proof of eligibility.
%:’; Note: This field is not required if “self” is checked in box 18.
Date of Birth (MMDDCCYY) Enter the client’s date of birth. Hyphens, dashes, etc. are not needed.
21
% Note: This field is not required if “self” is checked in box 18.
Gender Check the appropriate box.
22

%;‘;'\ Note: This field is not required if “self” is checked in box 18.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Field Name Action
Patient ID/Account # Not required (optional field for your internal purposes). Enter an
alpha or numeric character only. For example, a medical record
23 number or patient account number. This number will be printed on
the Remittance and Status Report (RA) under the heading Patient
Account Number.
Procedure Date Enter the eight-digit date of service, indicating
24 | (MMDDCCYY) month, day, and year (e.g., April 1, 2007 =

04012007). Hyphens, dashes, etc. are not needed.

25

Area of Oral Cavity

If the procedure code requires an arch or a quadrant designation,
enter one of the following:

01 Maxillary area

02 Mandibular area

10 Upper right quadrant

20 Upper left quadrant

30 Lower left quadrant

40 Lower right quadrant

Tooth Number(s) or Letter(s)

Enter the appropriate tooth number, letter(s):
1. 1 through 32 for permanent teeth

27 2. Athrough T for primary teeth
3. 51through 82 or AS through TS for supernumerary teeth
4. Only one tooth number may be billed per line
Do not fill in preceding zeros for tooth numbers (e.g. tooth 1)

Tooth Surface Enter the appropriate letter from the list below to indicate the tooth
surface. Up to five surfaces may be listed in this column (Please
separate with a comma):

B = Buccal
D = Distal
F = Facial
28 I = Incisal
L = Lingual
M = Mesial
O = Occlusal
Note: Make entries in this field only if the procedure requires a tooth
surface.

Procedure Code Enter the appropriate current CDT procedure code that represents the

procedure or service performed. The use of any other procedure code(s)
29 will result in denial of payment.
Note: The Agency only covers procedure codes listed on our fee schedule
that has a dollar amount indicated.

Description Give a brief written description of the services rendered. When billing for

20 general anesthesia or IV sedation, enter the actual beginning and ending
time.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Field

Name

Action
Fee Enter your usual and customary fee (not the Agency's maximum
31 allowable rate) for each service rendered. If fee schedule indicates to bill
Acquisition Cost (AC) please bill your acquisition cost.
32 | Other Fee(s)
33 | Total Fee Enter the total charges. Do not include decimal points or dollar signs.
34 | Missing Teeth Information Place an “X” on the appropriate missing teeth.
Remarks Enter appropriate comments in this field
= To indicate a payment by another plan, enter “insurance payment”
and the amount. Attach the insurance EOB to the claim.
= If processing a void, enter the TCN in this field preceded by an
- 8. (e.g. 8-123456789012345678)

= [f processing an adjustment or replacement enter the TCN in this field
preceded by a 7. (e.g. 7-123456789012345678)

= [f the claim is an adjustment and indicating an insurance payment use
the following format — 7-123456789012345678 - $123.45

» Indicate the client’s Spenddown amount, enter SCI=Y and then the
amount.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Field

Name

Action

38

Place of Treatment

The Agency defines the following places of service for paper claims
when a place of treatment box is checked but no two-digit place of
service is indicated:

Box checked Place of Service (POS)

Office

Hospital

ECF
Other

Dental office (POS 11)

Outpatient hospital (POS 22)

Skilled nursing facility (POS 31)

The Agency will not allow place of service “other”
without a two digit place of service indicated.

If the services rendered are not in one of the places of service as
indicated above, then the two-digit POS must be indicated in field
38.

The Agency considers the following places of service for dental
claims (not all services are covered in all places of service)

Office 11 dental office
Hosp 21 inpatient hospital
22 outpatient hospital
23 hospital emergency room
ECF 31 skilled nursing facility
32 nursing facility
54 intermediate care
facility/mentally retarded
Other 03 school-based services
12 client’s residence
24  professional services in an
ambulatory surgery center
50 federally qualified health center
71 state or public health clinic
(department)

The Agency requires that a valid two-digit place of service be indicated
that accurately reflects the place of service. Claims with inaccurate place
of service designations will be denied.

39

Number of Enclosures

Check the appropriate box.

Note: Do not send X-rays when billing for services.

40

Is Treatment for Orthodontics?

Check the appropriate box.

41

Date Appliance Placed
(MMDDCCYY)

This field must be completed for orthodontic treatment.

42

Months of Treatment Remaining

If applicable, enter the months of treatment remaining.

43

Replacement of Prosthesis?

Check appropriate box. If “yes,” enter the reason for replacement in field
35 (Remarks).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Field

Name

Action
m Date Prior Placement Enter the appropriate date if “yes” is check for field 43.
(MMDDCCYY)
45 | Treatment Resulting from Check the appropriate box.
46 Date of Accident If applicable, enter the date of accident.
(MMDDCCYY)
47 Auto Accident State Enter the two letter abbreviation for whatever state the accident was in, if
applicable.
Name, Address, City, State, Zip Enter the practice or business name and address as recorded with the
48 | Code Agency. If a solo practice, enter the dentist name and business address as
recorded with the Agency.
NPI Enter your National Provider Identifier (NPI). It is this code by which
49 providers are identified, not by provider name. Without this number the
claim will be denied. The provider must be enrolled as a Medicaid
provider prior to start of treatment.
50 | License Number Enter the billing dentist’s license number.
51 | SSNorTIN Enter the billing dentist’s SSN or TIN.
592 Additional Provider ID Enter the taxonomy for the billing provider. For more information on
taxonomy codes, please see Appendix L.
53 Treating Dentist and Treatment Enter the treating dentist’s signature and date.
Location Information
NPI Enter the treating provider NPI if it is different from the billing provider
54 NPI. The treating provider must be enrolled as a Medicaid provider prior
to start of treatment.
55 | License Number Enter the treating dentist’s license number.
56 | Address, City, State, Zip Code Enter the treating dentists address, city state and zip code.
56a | Provider Specialty Code Enter in the treating provider taxonomy if an NP1 was entered in box 54.
58 | Additional Provider ID This field is not used by the Agency.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix L: Taxonomy and ProviderOne

A taxonomy code indicates a provider’s type, specialty, and subspecialty. Providers will need to use
taxonomy for billing and servicing (if applicable) providers on the claim in ProviderOne.
The general term “taxonomy” refers to a classification system. For medical billing and payment, “provider
taxonomy” refers to the national provider classification system defined by the Centers for Medicare and
Medicaid Services (CMS). This national classification system was defined as part of the National Provider
Identification (NPI) rule of the Health Insurance Portability and Accountability (HIPAA) Act.
There are three steps using taxonomy in ProviderOne:
1. Verify the taxonomy to be billed with is loaded in the provider’s ProviderOne provider file.
= This information can be found under the “Manage Provider Information” hyperlink
from the ProviderOne homepage. On the Business Process Wizard page, taxonomy is
referred to as “Specializations”. There are two profiles in ProviderOne that allow the user
to edit or add to the provider file- EXT Provider File Maintenance and EXT Provider
Super User. Other profiles may only allow viewing the file.

= Only subsets of the national taxonomies are being used by the Agency. There are literally
thousands of national taxonomies that the Agency will not be using. Only those
taxonomies shown in the drop down list in the provider file are being used.

= Providers are NOT required to bill the Agency with the taxonomy reported to CMS.
Please bill with a taxonomy the Agency is using.

2. Use the verified taxonomy for billing and rendering/servicing (if applicable) providers on the
claim. Taxonomy is not required for referring providers. (See Memo 10-22.)

3. Make sure the service billed is allowed by the taxonomy.
= The service on the billed claim must be associated with the taxonomy and be within the
scope of licensure for the provider supplying or performing the service. For example,
0Xygen services require an oxygen taxonomy, durable medical equipment (DME) billings
require a DME taxonomy, dental services require a dental taxonomy, etc.

%
= Note: Medical Assistance requires taxonomy on Medicare crossovers. Providers must

include taxonomy on Medicare claims when the client is also eligible for Medicaid as a secondary

payer. Medicare will pass the taxonomy on these claims to Medical Assistance and if the taxonomy

is missing on Medicare claims passed to Medical Assistance, these claims will deny.

Medical Assistance does not receive TPL claims directly from other payers (other than Medicare).
When billing Medical Assistance directly for TPL coverage, follow Medical Assistance rules about
taxonomy (i.e., make sure the taxonomy is associated with the provider and that the taxonomy
description aligns with the service).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 145
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Appendix M: Medicare Crossover Claim Payment Methodology

Crossover Payment Methodology
Professional Services (CMS-1500, 837P)
Refer to WAC 182-502-0110

= Medical Assistance compares the Medical Assistance allowed amount to Medicare's
» allowed amount for the service, selects the lesser amount of the two, then deducts
Tube Medicare's payment from the amount selected.
= Ifthere is a balance due, Medical Assistance pays the client’s cost sharing liability
(deductible, coinsurance, or co-pay) up to the lesser of the allowed amounts.
= If there is no balance due, Medical Assistance does not make any crossover claim
payment because Medicare's payment exceeds the lesser of the allowed amounts.

The Agency cannot make direct payments to clients to cover the client’s cost sharing liability
(deductible, coinsurance, or co-pay) amount of Part B Medicare claim. The Agency can pay these
costs to the provider on behalf of the client when:
= The provider accepts assignment; and
= Total reimbursement to the provider from Medicare and the Agency does not exceed the rate
in the Agency’s fee schedule.

Qh,\

E Note: The Agency is revising codes that may be noncovered by Medical Assistance, but the
services are covered. If the service is covered by Medical Assistance, but the code is not, then the
Agency may pay as follows:

Medicare Allowed — Medicare Paid = The Agency payment

The Agency payment on crossover claims equals the lesser of the HCA allowed amount
minus the Medicare or Part C plan payment toward the client’s cost sharing liability.
Payment from Medicare or the Part C plan and the Agency cannot exceed the Agency’s
allowed amount for the service.
=  Crossover claim payment cannot exceed the client’s cost sharing liability.
= No payment will be made if the Medicare or Part C plan payment exceeds the
Agency’s allowed amount for the service.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Institutional Services (UB-04, 8371)
Crossover Payment Methodology
Institutional Services (UB-04, 8371)

= Qutpatient Hospital
o Payment equals the lesser of Medical Assistance allowed amount minus the Medicare paid
amount up to the client’s cost sharing liability (deductible, coinsurance, or co-pay). Total
payment to the provider from Medicare and the Agency does not exceed the Agency’s
allowed amount.

»= RHC-Rural Health Clinic
= For RHCs who bill for Medicare Encounter Services payment equals the Rural
Health Clinic (RHC) Per Diem rate on file with the Agency minus the Medicare paid
amount. These RHC claims are submitted using Type of Bill 71x and Billing
provider Taxonomy 261QR1300X.

=  FQHC-Federally Qualified Health Clinic
= For FQHCs who bill for FQHC Encounter Services, payment equals the Medicare
coinsurance amount. These FQHCs bill crossover claims using Type of Bill 77x and
Billing Provider Taxonomy 261QF0400X.

= |npatient Hospital for client with both Medicare Part A and Part B coverage
= Payment equals the lesser of Medical Assistance allowed amount minus the
Medicare paid amount, up to the client’s cost sharing liability (deductible,
coinsurance, or co-pay).

%

=

i‘; Note: The Agency would adjust any payment amounts if the client has a Commercial
Medicare supplement policy (TPL) and that supplement payer makes a payment after
Medicare. In that case the formula would be:

Medical Assistance allowed — Medicare Paid — TPL Paid = The Agency payment

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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Appendix N: Use the IVR to Check Claim Status

Claim Status
1-800-562-3022
Enter 1, 5,3

What will | hear?

The IVR will play only the information specific to
the provider’s claims. The type of information
available is dependent on the status.
Claim number
Status of Paid
Date paid
RA date
Amount Paid
Warrant amount
Warrant number
RA number
Services Dates
Status of Denied:
Date denied
Denial reasons (limited to 5)
Status of In Process
Date received

o Message if more than 30 days

Provider Menu Choices

Social Services [1]
Authorization [2]
Claims [3]
Provider Warrants (4]
Menu . -
Client Eligibility  [5]
Reprint RA [6]
Other [7]

The ProviderOne VR accepts voice responses
or keypad entries, indicated by brackets [ ].
You can key ahead anytime.

1-800-562-3022

Stay on the line or

“English” [11
“Spanish” [2]

Stay on the line or if an extension
“Dial” [#]
“Provider Services” [51
“Claims” [31

v

Number to search by

“Claim” [1]
“DSHS Service Card” [2]
“Prescription” 2]
I,
Claim
L

Say or Enter the number

MNote: Searching by other than the
claim number will generate
additional questions.

DSHS Services Card

-Date of Birth

-Search by specificldate or range
Prescription:

-Claim more than 2 days old
-Prescription number

-Fill Date

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

document and an Agency rule, the Agency rule controls.

148



ProviderOne Billing and Resource Guide

The Remittance Advice

Understanding Claim(s) Status

This Chapter shows how to:

Obtain the Agency Remittance Advice (RA).
Determine what claims were paid.
Determine if any claims were denied.
Review adjustment reason and remark codes (Explanation of Benefit codes) to research denied
claims.
= Understand the payment and RA cycle.
= Review claims in process.
The RA provides providers with the information needed to check the status of the claims. Providers can
apply payments to the client accounts from the “Claim Paid” section(s).

Why is Reconciling the Remittance Advice (RA) Important?

The Health Care Authority (the Agency) makes payments to providers weekly. The Agency always
pays on Monday each week and claim submission cutoff in the payment system is Tuesday at

6 p.m.* to make payment the following Monday for a “clean” claim. Clean claims are claims that have
all of the required data elements and do not conflict with Agency program policies. Clean claims
submitted after cutoff will be paid the following payment cycle of the following Monday. The Agency
sends out the RA weekly through a variety of methods and it is always following Monday’s payment
cycle.

*Note: Claims may arrive in the payment system before 6 p.m. on Tuesday, but not
be processed until after the cut off time. These claims will miss the next Monday
payment and be paid the following payment cycle of the following Monday.

The RA is broken down into key elements:

=  RA Newsletter

=  RA Summary

= Paid Claims

= Denied Claims

= Claims — In — Process
= Adjustment Claims

Each key section may be split into multiple parts that could include “paid claims -physician claims” and
“paid claims - Medicare crossover claims” located on different pages. Be sure to look for possible
multiple sections when reconciling the RA.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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A contract, known as the Core Provider Agreement, governs the relationship between the Agency and
providers. The Core Provider Agreement’s terms and conditions incorporate federal laws, rules and
regulations, state law, the Agency rules and regulations, and the Agency program policies, numbered
memoranda, and billing instructions, including this Guide. Providers must submit a claim in accordance

with the Agency rules, policies, numbered memoranda, and billing instructions in effect at the time they
provided the service.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 150
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The Key Steps

1. Retrieve Remittance Advice

2. Review Updates and Key Messages

3. Review Summary

4. Review Paid Claims

5. Review and Research Denied Claims

6. Review Adjusted Claims

N

Review In Process Claims

%

Review the EOB Codes

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
document and an Agency rule, the Agency rule controls. 151
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1. Retrieve the Remittance Advice

There are several ways to obtain the Remittance Advice (RA). Providers will want to select the
method that bests suits their business needs.

= The methods are:
e PDFfile
e Electronic 835

= Retrieve the RA via the ProviderOne Portal

e Loginto ProviderOne

e Choose the EXT Provider Claims/Payment Status Checker or EXT Provider Super
User profile

e Select “View Payment” (RHCs and FQHC:s select “View Capitation Payment” to view
enhancement/Managed Care RAS)

o  The segment below will be displayed.

o Click on the RA/ETRR Number in the first column to review a PDF of the RA.
ProviderOne will hold 4 years of RAs generated in ProviderOne.

RA/ETRR Payment List:
Filter By : Biling Provider NPT - And -
RAIETRR Number | Check Number | Check/ETRR Date | RA Date | Claim Count | Charges | Payment Amount | Adjusted Amount | Download
AV AV A Y AV AY AV AV AV A Y
0000001 0000001 0411172013 041272013 1726 $ 93.13 $59.90 $47.01
0000002 0000002 [04/04/2013 04/05/2013 1787 §93.13 $59.90 $47.1

m  Failing to use the correct user profile. This may result in not being able to retrieve the
RA in ProviderOne.
= Logging into the wrong domain. This may result in not finding the RA matching your

payment.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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2. Review Updates and Key Messages

The Agency uses the RA “newsletter” to communicate changes and new information. Taking the
time to review this section will ensure current important Medical Assistance changes and messages
will be seen.

View the first page of the RA.

Washington State
Health Care Althority Health Care Authority Remittance Advice

GEORGE WASHINGTOM DD'S
4012 GRAND ST — A
YANCOLNVER WA 58636
Phane: (360) BEE-7122
Prepared Drate: 052872010
D - FA Date: 05282010
RA Number: 115021 — B

Dulhng Page 1
Billing Provider: 2250188000 g C

1. Attention zll Prowiders:
Tou may dispute overpayment admustments listed m this Remuttance Advice (RA) by sendmg a written request for 2 heanng to:
Office of Fmancal Recovery(OFR) at P.O. Box 9301, Olympia, Washington 98507-9501 wathin 28 days of the B4 Diate.
Your Request for the hearing must-
Be sent by Certified Mail (Retwmn Feceipt) or other manner that proves that OFR recerved your request. You may be requived to prove that your
request was recetved by OFE:
Include 2 Statement as to why you think the overpayments are not correctly admdicated and
Included a copy of this Remuttance Advice (FLA).
The Office of Admmistrative Hearing will schedule 3 Formal Hearing. Hearing: are conducted under the Administrative Procedure Act You will be offered 2
Pre-Hearing Conference in an Attempt to resolve your dispute Prior to the Formal Hearing
2. Your elamms were processed m ProviderOne, the Department of Social and Health Services new payment system If you have any questions, please call 1-800-562-3022 and follow the appropriate
prompts.

1

Note: This example of the RA is just an approximation of a providers actual RA.
A. Provider demographic information.
B. The number assigned to the RA.
C. The NPI provider number used in billing the Agency.
D. The payment date and the date this RA was prepared.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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E. The main body of this RA page is our newsletter with important provider update
information (sometimes specific to certain provider groups).

s

NOTE: Providers can call the IVR to check their warrant (check) amount. See Appendix O.

m  Failing to review this section of the RA. The Agency uses the RA to communicate
important changes. Providers may miss an update that could affect their payment.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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3. Review Summary

Providers can find out the total amount of their Electronic Funds Transfer (EFT) or warrant (check)
and how the Agency determined that amount.

The summary page lists all claim payments by sections and all other payment and adjustment

amounts.
A Prepared Date: 080172005
RA Number. 118021 RA Date: 08082005
WarronVEFT & 4387 “ WarranVEFT Date: 08/09/2005
Page: 002

WarrantEFT Amount: §2,149.75 h Payment Method: Warrant
B

Claims Summary

Provider Adjustments

v - v v v ¥
?ﬂm-ng Cotegory TYr:(al Biled [Total ]v’r:!nl TPL [Towt TowlPaid B ling [N Sowrce 'A:Lm‘,vmnl Previous 1'[.11\!1\':'-0.'.! Remaining
|Prenider |{Amount Adowod |Amount  (Cliesn Provides Invoice Type Balanceo |Amoent Balance
[ Amount Resp. Number Amount ‘ Amount
Amount
t 1 T ge—— - T \ Sa— me——
‘ I 50185000 ] T siz000 700001 T ":‘é
—~ — ]
00| $1.70¢ 4 )
| &=
Total Adjustment Amsount $2,400.00

Note: This example of the RA is just an approximation of a providers actual RA.

Check number and date of payment.

Total payment received on the check (warrant) or EFT.

Total of the paid claims on this RA.

Deduction due to a claim adjustment from the total paid amount.
Deduction due to an audit overpayment ($700).

Deduction due to an IRS Lien ($1700).

TmooOw>»

L] Failing to review any payment adjustments. This could be mistaken as a under payment
or an over payment by the Agency.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this

155

document and an Agency rule, the Agency rule controls.



ProviderOne Billing and Resource Guide

4. Review Paid Claims

The Remittance Advice shows all claims paid during the previous week.

= Review the Paid Claims section(s)

o There may be more than one “Paid Claims” section depending upon what services were
provided and have been paid. For example, if there were billings for children’s Early and
Periodic Screening, Diagnosis and Treatment exam (EPSDT) there would be a “Paid
Claims — EPSDT Claims” section that would be separate from the “Paid Claims —
Professional Claim” section.

o Be aware of the possibility of multiple paid claim sections to ensure that account payments
for all paid claims listed on the RA get posted.

Professional (Physician) Paid Services

R Number: 118021 WarrantEFT #: Warrant/EFT Date: 11032011 Prepared Date: 1104724011 RA Date: 11042011
Catezory: Paid Billinz Provider: 2250125000 Fage 15
Chenf Name | TN TindRendering  [Gervice  [ove Code or |Total UmtgBilled  [Alowed  [oalesTar JTFL  |Chent [Paid Amounf [Remark  [Adjustment
(Client ID / (Claim Type / 7 |Provider! |Datefs) NDC | or Amount  |Ameount Amount  |Responsible Codes Feazon Codes
Med Record #/ X Claim #/ RX#/ Mod / DS Amomnt | NCEDP
Patient Acct #/ I # / | Anth office Rev & Clas Bejection
(Orisinal TCN/ Anth# _|code _ _ Codes |
SHITH, OLIVIA ozmessn | 1 1032011 [WI13 ToW0| 514800 T W0 S0 S0 | 167 =S18.00
2220 A Professional Claim Wsmm |25
123477
1 TOAS2001- [90633 Tow0| 810 T T S0 500 $5=3404
Professional Claim 182011 [sL
Document Total__ 1018 011 10IS 2011 100 S180 G ___an__aw FII] W
SMITH, OLIVIA e L e 10182011~ [99203 P T I I S0 052 $5=51008
{22220 Professional Claim 101872011
123477
Document Total__ 1019 01110192011 000 3000 wiw __ WW s EI] W9
SMITH, OLvIA JLBaweenw ] 1 082011~ |8s02 L0000 8.0 T T SO T8 15=31036
1222240 A Frofessional Clxim 101872011
123477
1 OIS0 50047 LoW0|  SLW T B T S0 70 =580
Professional Claim 10192011_|gW
Document Total: 1010 2011-1019.2011 0000 w800 S W Sl 0.0 ERZ]

Note: This example of the RA is just an approximation of a providers actual RA.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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EPSDT Paid Children Health Services.

BA Number: 113021 Warrant’EFT #: WarrantEFT Date: 11032011 Prepared Date: 1140472011 FA Date: 11042011
Category: Paid Billing Provider: 2250185000 Page 13
Client Name TCN) indRendering |Service  |ove Code ar [Total UnicBilled  |Alowed  [SalesTax JTPL  [Client [Paid Amount [Remark  [Adjustment
(Client I/ (laim Type / #  |Provider | [Datefs) NDC | or Amount  |Amount Amount  |Respomsible Codes Reazon Codes
Med Record 2/ RX Claim #/ RX#/ (Mad / DS Amount | NCTDP
Patient Acct #/ v # |Anth office # |Rer& Class Bejection
(Origimal TCN/ Auth # Code Codes
SMITH, DL IYIA JIBO0MESN | 1 TUB0I- [Wanl To0N| SOLW| S04 sam| S0 S0 ST E=S1005
AR EFSDT Claim e |
123456
ji 10719/2011- [P0698 L0000 S10.00 5304 .00, 0.0 SO0 5506 =50
EPSDT Claim 10192011 JSL _
K 1079/2011- 07 L0000 S10.04 §5.04) S0.00 50,00 S0.00) §5.06 =50
EPSDT Claim 10192011 | | | |
[ 1018/2011- o0 Sll].M| §5.04 S0.00 SIJ.DO| SU.I)O| S‘S..ﬂﬁl 5=50
EPSDT Claim 100901 5L
Document Total:  10/18/2011-1019/2011 40000 S2LN $08.31 $0.00 §0.00 $0.00 SPS.SI
SMITH, OLIYIA B | 1 107252011~ (%9301 Loo00|  S191.04) 38044 50,00 §0.00) S0.00 §50.44) 45=5110.56
LA WA EPSDT Claim 102smn |
123477
ji 1025/2011- [P0dad L0000 51I].M| 53,04 0.0, SIJ.00| SU.IJO| 5506 =50
EPSDT Claim 101252011 JSL _
b 107252011~ |90655 L0000 §10.00 §5.06 50,00 §0.00) S0.00 §5.04) 5=50
EPSDT Chim 0200 JsL | | | |
Document Total:  10/25/2011-107252011 30W0  S1LW $01.36 $0.00 §0.00 $0.00 $01.36
=T r— e T T —, ————

e ——— T — T T T
Note: This example of the RA is just an approximation of a providers actual RA

)

% Note: Some paid claims may also contain denied service lines. Those denied service lines will
still be posted in the paid claims sections within the specific claim that was paid.

m  Missing a paid claim section. This may result in an unnecessary call to the Medical
Assistance Customer Service Center (MACSC), or a claim re-bill that causes extra work for
both provider and the Agency.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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5. Review and Research Denied Claims

The Remittance Advice shows all claims denied during the previous week.

= | ocate the Denied Claims Section on the RA

MMMW WarrantEFT #: Warrant/EET Date: LU10/2011 Prepared Date: 1U11/2011 RA Date: 11112011
Catemory: Denied Billins Provider: 2250136000 1%
Chent Name | TCN mndRenderinz |oervice  [ovi Code or  [Total UmtBilled  |Alowed  |Gales Tax |IPL Client [Paid Amount |Remark  |Adjustment
Client ID/ (Claim Type / #  |Provider! |Date(s) NDC | or Amount  |Amount Amount  |Respomsible Codes Reazon Codes,
Med Record # BX Claim #/ RX#/ Mod/ DS Amount | NCPDP
Patient Acct #/ Inv # / | Auth office # Rev & Class Rejection
Orizinal TCN/ Auth # Code Codes
SMITH, C SM33300068501000 1|111080759 | 031472011~ |99213 10000 SLA®|  som|  sam|  sa00 00 | PG
O0TT60WA Professional Claim 13142011
1227754

Tocument Total:__(3/ 1420103142011 L0000 14800 W W s S0.00 50.00
SMTH. C 1300000011000 J[ 1811086750 | 0212011 U213 TOW0]  SUS®|  sooo] 00| S60j ] 000 MAM | 1= SB00
10011”66WA Professional Claim 0321/2011
1227754

Document Total: 132U 201103112011 L0000 14800 00 S s $0.00 $0.000
BROWI, A 0ttzas00n700] 1 L0220 [99213 L0000 SH48.] o)) soo0]  S0.00) $0.00) 3. 14 =S148.00
H022553388WA Professional Claim 111022011
1227754

Document Toral._1VTV201-11022011 TO00 __ S148.00 ] 0.0 il b

The Client lizted above enrolled with:  MOLINA BEALTHCARE OF WASHINGION INC

Note: This example of the RA is just an approximation of a providers actual RA

= Look for the HIPAA Adjustment Reason and Remark Code to determine why the claims denied.
Every denied claim will have a Claim Adjustment Reason Code. Some will also have a
Remittance Advice Remark Code for further information. These HIPAA codes are available at:
http://www.wpc-edi.com/products/codelists/alertservice.

o Ifaprovider is still unable to understand the denial, a customer service representative can
assist at the Medical Assistance Customer Service Center (MACSC) at
1-800-562-3022.

= After reviewing the HIPAA Adjustment Reason and Remark Codes, determine the denial reason
and if the claim can be corrected to be re-billed or resubmitted for reprocessing.
Re-bill or resubmit when:
e The entire claim is denied.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict between this
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¢ Anindividual line on a professional/dental service multiple-line claim is denied. This line
can usually be re-billed as a new claim.

e The paid professional/dental claim can be adjusted to correct an error on the denied line of
a multiple line claim.

= Providers have 2 years to get this claim re-billed or resubmitted, referencing the original
Transaction Control Number (TCN).

= Providers have 6 months from the Medicare process date to re-bill or resubmit a crossover claim.

See Key Step 6 of the “Submit Fee For Service Claims to Medical Assistance” section for more
information on adjust/resubmit/void claims.

%Z Note: For claim denials related to private insurance or for clarification billing Medicaid
secondary to private insurance, please contact the Coordination of Benefits office at 1-800-
562-3022 ext. 16134.

R
@ Note: There may be more than one “Denied Claims” section depending upon what
services were provided and that have been denied. For example, if the billing was for
children’s EPSDT screening exam there would be a “Denied Claims — EPSDT Claim” section
that would be separate from the “Denied Claims — Professional Claim” section. Be aware of

that possibility to ensure that all denied claims are accounted for on the RA.

n Missing a denied claim section on the RA. Providers may:
e Overlook a claim or line that needs to be re-billed or resubmitted and delay
payment.
e Overlook re-billing or resubmitting a claim or line until it is past the timely billing
period.
e Overlook re-billing or resubmitting a claim until it is past the primary payer’s timely
billing period.
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6. Review Adjusted Claims

This section of the RA lists claims that have been adjusted or modified from the original billing.
Providers may have sent in an adjustment request to correct a paid claim or the Agency has done
an adjustment for various reasons. Adjusted claims may affect the amount of the payment for
services. Medical Assistance does not process “corrected claims” as such but uses the adjustment
process to a paid claim to modify or correct an original claim error.

= Page through the RA until the section category labeled “adjustments” is found.

% WarrantEFT # ‘Warrant/EFT Date: 11102011 Prepared Date: 11112011 RA Date: 11112011
Catezory: Adjustments illing Provider: 2250126000 Page 14
femeMpme— TCN/ ingRendering  |Service Sve Code or Allowed  [Sales Tax |TPL (Client TPaid Amount [Remark [Adjustment
(Client ID / (Claim Type / #  |Provider | |Datefs) NDC [ | Amount (Amount  |Respomsible (Codes Reazon Codes
Med Record £/ BX Claim &/ R &/ Mod / Amount | NCFDP
Patient Acct &/ Inv # / Anth office # Rev & Class Rejection
Original TCN/ Auth # |l:ode Codes
SMITH, C 0113001 0003334000 1) 1011/2011- (99712 -511.03] .00 $0.00 S0.00 -311.03 110 =-564.07
H004117T66WA Professional Claim 112001 |2425
1227754
3011 1000
0113001 0003334000 ] 1011/2011- (10160 -574.28] $0.00 $0.00 S0.00 S7408| 119 =-3186.72
I3 ional Claim | 10112011 |76
40112001 0003334000 3 T0102011- 9212 -§37.34) $0.00 $0.00 S0.00 -337.84 110 =-5110.14)
P iomal Claim 10102011 |25
A0113001 0009934000 4 112011~ (10160 l.lJDﬂ'D| -$261.00 -574.28) .00 S0.00 S0.00 -374.28 119 =-5186.72
Professional Claim | 107102011
Dorument Total: _ 10/10:2011-10112011 40000 875700 520033 50.00 50.00 50.00 -$200.13 _rCrBdit
SMITH, C 2011 RN T0112011- o9 51193 $0.00 FD.DD S0.00 §11.03 45=504.07
10011??“WA Professional Claim 1112011 2425
1227754
3011 1000
2011 110000 2] 1011/2011- (10160 §74.18 $0.00 $0.00 S0.00 §74.28 45=5186.12
F iomal Claim I 101172011 |76
WHUBUUUUU]TUD 3 1010/2011- (10160 57418 $0.00 S0.00 S0.00 §74.18 45=5186.72
|E iomal Claim | 10/10/2011
Document Total:  10/10:2011-10112011 30000 £600.00 S171L40 $0.00 50.00 50.00 $171.49 — Dehit

Note: This example of the RA is just an approximation of a providers actual RA.

e Adjustments to modify or correct claim billing errors utilize these basic accounting principles
and will have two transactions displayed on the RA.
e The Credit transaction is a copy of the original claim with dollar amounts listed as a
negative.
e The Debit transaction is a repayment that displays the modification or corrections
made to the original claim and the associated repayment dollar amounts.
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e  ProviderOne will then subtract the original payment amount from the adjusted claim
payment amount and include this difference in the current payment amount.

)

E Note: Remember the adjustment to the original claim may actually reduce the adjusted
claim payment resulting in a subtraction in the current payment amount.

%;’\ Note: If providers “owe” the Agency more money from adjustments to claims than they
earned from other paid claims on the current RA, they may be in a “credit balance” situation.
The Agency will wait until providers have been paid enough through subsequent billings to
satisfy the “credit balance” situation before making an actual payment. An RA will be made

available weekly in any case.

= Not reviewing the adjustment section. There may be paid and denied claims in this section.
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7. Review In Process Claims

This section of the RA displays claim that are currently in process. These claims are in the payment
system but usually pending review by claims processing staff and will show up on a future RA as a
paid or denied claim.

Review the section under the “In Process” claims category.

BA Number: (i3 Warrant’EFT # Warrant/EFT Date: 10272011 Prepared Date: 10282011 RA Date: 10282011
Billine Provider: 2230186000 Page 30
OO {ICN LindRenderinz [Service  [oveCode or |Total UmityBilled  |Alowed  [Gales Tar JTEL  |Chient TPid Amount [Remark | Adjustment
(Client ID / (Claim Type / # [Provider/ |Datefs) INDC | Amount Amount  |Responsible Codes Reason Codes
Med Record 2/ BX Claim #/ RX#/ Mod/ Amount | NCFDP
Patient Acct#/ Inv #/ | Anth office # Rev & Class Rejection
(Original TCN/ Anth # Code Codes
SHITH, © 1133200088 000000] 1 07012011- |DOl40 0.0 S0.00) S0.00 S0.00 $0.00
100117766WA iz
1317754
ri11zzzoo0esonooog] 2 07012011- |D1203 §0.00] .00 $0.00) S0.00) 50.00)
17012011
101133300066 000000] 3 07012011- |D2930 S0.00 S0.00) S0.00 S0.00 £0.00)
| TAL011 | |
20113330008801[!][][1 [ 07012011- |D2930 S0.00 S0.00) SU.EIU| SU.DUl £0.00)
17012011
20113330008301[!][][]‘ § 07012011- |D2930 $0.00 0,00 SU.EIU| SU.DUl £0.00)
17012011
20113330008301[!]00‘ [ 0701/2011- [D2930 $0.00) $0.00) SU.EIUl SU.DOl $0.00)
17012011
20113330008801[!]0!1 T 07012011- |Da20 S0.00 S0.00) SU.EIUl SU.DUl £0.00)
17012011
Document Total:  07A12011-07012011 70000 S147300 S0 EL] S0 ] .00

Note: This example of the RA is just an approximation of a providers actual RA.

(] Rebilling claims because you do not see them in the other sections of the RA. Make sure
to review the claims in process section.
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8. Review the EOB Codes

There could be many reasons a claim could be denied or additional information could be added to a
processed claim. Providers can find these HIPAA Adjustment Reason Codes and Remark Codes on the
last page of their Remittance Advice.

Download the PDF file of the Remittance Advice, locate the claim denial code and then scroll down to
the last page of the RA to find the code and code definition.

Adjostment Reason Codes /| NCFDF Rejection Codes
119 : Benefit maommum for time period or oconmence has been reached
125 - Subnussionbilling error(s). At least one Remark Code must be provided (may be conyprised of either the MCPDP Feject Feason Cods, or Remittance Advice Femark Code that is not an ALERT)
16 - Claim.'service lacks information which is needed for sdjudication. At least one Femark Code must be provided {may be comprized of either the MCPDP Feject Fesson Code, or Remittance Advice Remark Code that is not an
ALERT)
204 : This service/equipment/drug is not covered umder the patient's cumrrent benafit plan
22 : This care may be covered by another payer per coordination of benefits.
24: Charges are covered under & capitation agreement/managed care plan.
26 : Expenses incurmed prior to coverage.
4 : The procedure code is inconsistent with the modifier used or & reqguired modifier is missing. Mote: Befer to the 835 Healthcare Policy Identification Sezment (loop 2110 Service Payment Information REF), if presant
45 © Charge excesds fe scheduls‘maximm allowable or conmacted legislated fee amangement (Use Group Codes FR. or CO depending wpon lisbility).
06 : Mon-covered charge(s). At least one Femark Code nmist be provided (my be comprised of either the NCPDP Rejact Reason Code, or Remitance Advice Remark Coda that is not s ATERT ) Note: Rafer to the 835 Healthcare
Policy Identification Segment (Joop 2110 Service Payment Information REF), if present.
Al : Clam Service denied At least ons Femark Code mmst be provided {may be comprised of either the NCPDP Reject Feason Code, or Femittance Advice Pemark Code thet is not an ATERT.)

Remark Codes
M4T - Missing mconpleteimvalid intemal or document controd mummber.
MAM : Secondary payment cannot be considered without the identity of or payment information from the primary payer. The informaton was either not reported or was illegible
N152 : Missing/incomplete invalid replacement ¢lsim information.
329 : Missing/incomplete/invalid patient birth date.
Drate range not valid with umits submitted
362 : The member of Days or Units of Service exceads our sccepable maximnm.
428 : Not covered when performed in this place of service.

The complete list of the Federal Adjustment Reason Codes and Remark Codes (as well as the
Taxonomy Codes) codes can be located on web page http://www.wpc-edi.com/reference/.

= Not downloading the RA to find the denial codes.
= Not reviewing the Adjustment Reason Code and the Remark Code if both are on the
denied claim.
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Appendix O: Use the IVR to Check Warrants

The ProviderOne VR accepts voice responses or
keypad entries, indicated by brackets [ ]. You can

Warrants key ahead anytime.
1-800-562-3022
Enterl, 5,4 1-800-562-3022

I

Stay on the line or

“English” [1]
. “Spanish” [2]
What will | hear? I
The IVR will play only the information Stay on the line or if an extension
specific to the associated provider. The “Dial” [#]
types of information available are:
= Paid date Y
= Warrant amount (check amount)
= Warrant number (check number) “Provider Services” [5]
= RA number
-
“Warrants” [4]
!
Search By
Provider Menu Choices “Most Recent” [1]
“Specific Date” [2]

Social Services  [1] Specific Date
Authorization  [2] ¥
Claims [3]
: Say or Enter the Date
Provider Warrants [4] g
Menu
Client Eligibility [5]
Reprint RA [6]
Other [7]
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References:

For More Information:

Visit Medicaid Providers Homepage:
http://www.hca.wa.gov/medicaid/provider/Pages/index.aspx
= Agency News
= Basic Medicaid Information
Training http://www.hca.wa.gov/medicaid/provider/pages/training.aspx
* Training information for successful Medicaid billing
= Webinars
Fact Sheets
http://www.hca.wa.gov/medicaid/provider/pages/factsheets.aspx
= Can be used as quick reference guides
Links http:/www.hca.wa.gov/medicaid/provider/pages/links.aspx
= HIPAA Homepage
= http://www.hca.wa.gov/medicaid/hipaa/pages/index.aspx
= Billing Instructions or Medicaid Provider Guides (MPG)
http://www.hca.wa.gov/medicaid/billing/pages/bi.aspx
= Hospital Payments
http://www.hca.wa.gov/medicaid/hospitalpymt/Pages/index.aspx
= Professional Payments
http://www.hca.wa.gov/medicaid/rbrvs/Pages/index.aspx
Claims and Billing
http://www.hca.wa.gov/medicaid/provider/pages/claimsbilling.aspx
New Provider
http://www.hca.wa.gov/medicaid/provider/pages/newprovider.aspx
ProviderOne Manuals
http://www.hca.wa.gov/medicaid/provider/pages/provideronemanuals.aspx

Contact Medicaid:

https://fortress.wa.gov/dshs/p1contactus/
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